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“ENTACYL'= 


Tablets containing .¥~¥ adipate 300 mg. 
Brit. Pat. Appn. No. 29123/53 


A new treatment with rapid, 
effective action in 
threadworm infestation 


Descriptive literature and specimen packings are available on request 
THE BRITISH DRUG HOUSES LTD. 


DOSAGE: Up to six years-1 tablet per day per 
year of life. Over six years of age -2 tablets 
three times a day. This daily dosage should 
be administered for seven days. 


Basic N.H.S. price: 
Bottles of 25 at 3/- and 100 at 10/-. 


(Medical Department) LONDON N.I 


Second Edition 


URGERY: A TEXTBOOK FOR STUDENTS 

By CHARLES AUBREY PANNETT, B.Sc., M.D., F.R.C.S:- 
Professor of Surgery, University of London; Director of the 

ical Unit, St. Mary’s Hospital, London ; sometime member 
of the Court of Examiners, R.C.S. Eng., and Examiner to the 

Universities of London, Manchester, and Cardiff. 

769 + xiv Price 27s. 6d. net, plus Is. postege 
Extensively illustrated throughout text 


The book has been completely revised to incorporate advances 

in surgery since the issue of the first edition. At the same time 

unnecessary matter has been avoided, so that the book remains 

a@ presentation of modern surgery of moderate size. The character 

of the book has been preserved but the additional matter makes 

it more generally useful to as well as undergraduate 
studen 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 
New Revised Edition 


DISORDERS IN CHILDHOOD 
AND ADOLESCENCE 

. LE M.D., ¥.BROP., F. H. W 

M.D., M.R.C.P., and W. TMNDALL, MLD. 
Completely rewritten to conform with current trends in 
Endocrinology and based on the personal observation and 

treatment of patients during the last twenty years. 

367 pages 90 photographic plates 32s. 6d. net 

English Universities Press Ltd., Warwick-square, E.C.4 


ISABILITIES 


AND HOW TO LIVE WITH THEM 
by 55 Patients 
Demy 8vo 252 pages Price 10s. 6d. net, plus 6d. postage 


“No doctor can read these case histories without learning much 
which will be of the greatest value in his peotemionst & wor 
J Officer. 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 


ANDBOOK OF GYNACOLOGICAL 
DIAGNOSIS 
For Practitioners and Students 
By WALTER NEUWEILER, M.D. 
Professor of Midwifery and Gynecology in the University of B 
. the most complete and thorough book that has toon 
produced on gynsecological diagnosis.” 
Postgraduate Medical Journal. 
448 pages 406 illustrations 16 colour plates 80s. net 


m. Heinemann Medical Books Ltd., Gt. Russell-street, W.C.1 
a ECHNIQUES IN PHYSIOTHERAPY 


Edited 
F. L. GREENHILL, 8.R M.C.S.P., T.H.T. 
Sister-in-Charge, Medical Rehabilitation Unit, Royal Free 
Hospital; Late Sister-in-Charge, Rehabilitation Unit, Mill End 
E.M.S. Hospital (St. Bartholomew’s) ; Former Member Council 
f Chartered Society of Physiotherapy. 


Assisted by 
C. B. HEALD, C.B.E., M.D., F.R.C.P., in " Rheumatiem and Arthritis. 
J. N. BARRON, F.R.C.S., in Burns and Injuries of the Hand, 
. J. COLSON, M.C.S.P., M.A.O.T., Occupational Therapy in 
Medicine and Surgery. 


Demy 8vo P 222 +x 8 plates 
12s. 6d. net, plus 7d. postage. 


Hodder & Steughton Ltd., 20, Warwick-square, London, E.C. 4 


Second Edition 


|= CARE OF TUBERCULOSIS IN THE 
HOME 


34 figures 


By JAMES MAXWELL, M.D., F.R.C.P. 
Physician, Royal Chest Hospital ; Physician to the 
Ministry’s Mass X-ray Unit; Consulting Physician, 
Royal National Sanatori um, Bournemouth ; late 

Physician, St. Bartholomew’s Hospital 

Demy 8vo 114 + xii Illustrations 7s. 6d. net, plus 4d. postage 


Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 


TEXTBOOK OF MEDICINE 


Eleventh Edition. Edited by Sir JOHN CONYBEARE, K.B.E., M.C., 
D.M. (Oxon), F.R.C.P., and W. N. MANN, M.D., F.R.C.P. 925 pages. 
Illustrated. 37s. 6d. 

“** The faithful friend and guide to many generations of medical students. 
Ic remains the sheet-anchor of sound instruction for the student, a 
succinct reference book for the practitioner, and an ideal textbook 
for the specialist who wishes to maintain a broad front on the wide 
vista of general medicine.’’—Postgraduate Medical Journal. 


CLINICAL CHEMISTRY IN PRACTICAL MEDICINE 


Fourth Edition. By C. P. STEWART, M.Sc., Ph.D., and D. M. ee 
B.A., M.D., F.R.C.P. 328 pages. 27 illustrations. 


“* The authors provide one of the few English textbooks covering ve 
field of clinical biochemistry well. They point out the limitations, as well 
as the values, of the various tests described.’’—The Lancet. 


Just Published 


E. & S. LIVINGSTONE LTD., Teviot Piace, EDINBURGH 


SPINAL EPIDURAL ANALGESIA 


By P. R. BROMAGE, M.B., B.S., F.F.A.R.C.S., D.A. 132 pages. 
47 illustrations. “iss. 


This book is based on the records of 1,000 personal administrations 
over a period of five years, and is intended to present the available 
information on the subject, and to relate its theory and practice to 
known physical, ical and physiological facts. —Extract from Preface. 


ORAL AND DENTAL DISEASES 

Atiology, Histopathology, Clinical Features and Treatment 

A Textbook for Denta!l Students and a Reference Book for Dental 

and Medical Practitioners 

Third Edition. By HUBERT H. STONES, M.D., M.D.S., F.D.S. R.C.S. 

1,039 pages. 1,054 illustrations. £5 
“Without doubt the finest book ever produced in this country on 

oral and dental diseases.’’—The Dental Practitioner. 
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Resentment and Hostility 


The importance of the emotional background in the 
aetiology of peptic ulcer is widely recognised. Further 
confirmation is provided by the increase of gastric acidity 
shown to follow certain emotional disturbances such 

as those involving resentment and hostility. 


Protection of the ulcer from the corrosive action of gastric 
juice is an essential condition of successful healing entirely 
fulfilled by ‘Aludrox’ Amphoteric Gel. 


‘Aludrox’ buffers gastric acid to a pH of 3.5 to 4.0, 
at which level healing may proceed and the risk of alkalosis 


. A L U D R O XxX >] is avoided. Normal digestion is unimpaired and, in 
Trade Mark addition, ‘ Aludrox’ provides the physical protection of a 
gel barrier over the surface of the ulcer, thus ensuring 
(Wyeth) a safer environment for the reparative processes. 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.d 


SENSITIVITY AND COMMON SENSE 


~~ = Hayfever and allergic rhinitis are often of 
‘ik an = complex aetiology and tend to persist in 
spite of the most rigorous treatment. In 
those cases, however, in which nasal 
obstruction is the most troublesome 
symptom, even a measure of relief is 
welcomed by the patient. Discriminate 
use of the ‘Neophryn’* Spray helps to 
restore normal nasal function and is 
probably the best short-term local treat- 
ment. Principal advantages are: rapid 
and prolonged vasoconstriction without 
secondary congestion, virtual freedom 
from side-effects, and simple administra- 
tion by a convenient plastic atomiser. 


Basic N.H.S. cost only 2/4 


(known overseas as * Neosynephrine’) 
l-m-hydroxy-methylaminomethyl alcohol hydrochloride 


Trade’ Marx 
Manufactured by 


PRODUCTS LIMITED LONDon - w.c.2 


Associated Export Company: WINTHROP PRODUCTS LIMITED, LONDON 
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PNEUMOCONIOSIS 
ABSTRACTS 


Volume [I[—1939-1950 
Reprinted from the Bulletin of Hygiene 


by permission of the Honorary Managing 
Committee of the Bureau of Hygiene 
and Tropical Diseases. 


This second volume, together with Volume I, contains 
all the abstracts of papers relating to pneumoconiosis 
which have been published in the Bulletin of Hygiene 
from the time of its first appearance in 1926 to the end 
of 1950. Volume II covers the period 1939 to 1950. 
The book is fully indexed and provides invaluable 
material for all research workers, medical students, 
and others studying pneumoconiosis. 


Illustrated. 518 pages. 80s. net. 
PITMAN 
Parker St. + Kingsway London, W.C.2 


GOOD 
GENERAL PRACTICE 


A REPORT OF A SURVEY 
by 


STEPHEN TAYLOR, 
M.D., 


12s. 6d. net. 


The Report includes a hundred-page summary of 
the findings. 


Illustrated 


*...a reference work on standards into which even 
the best general practitioner can dip with profit.’ 
—The Lancet. 


PUBLISHED BY 


OXFORD UNIVERSITY PRESS 
on behalf of Nuffield Provincial Hospitals Trust 


PAEDIATRICS for the Practitioner 


Important Butterworth Publications 


Under the General Editorship of WILFRID GAISFORD, M.D., M.Sc., F.R.C.P., Professor of Child Health 
and Paediatrics and Director of the Department of Child Health, University of Manchester, and REGINALD 
LIGHTWOOD, M.D., F.R.C.P., D.P.H., Director, Paediatrics Unit, St. Mary’s Hospital School, London. 
In three Volumes and Index Volume. Fully illustrated. Volume I just published. Volume II ready this 
month, and Volume III ready shortly. £13 10s. net per set. 


In this important new work, with contributions by a team of eminent child health specialists from all parts of the 
country, every aspect of modern paediatrics is covered. Emphasis is placed throughout on the role the general 


a practitioner plays today not only in diagnosing and treating disease, but in the help he can give parents in achieving 


the proper environment in the home to maintain children in full mental and physical health. 


MODERN TRENDS IN DISEASES OF THE EAR, NOSE AND THROAT 


Edited by MAXWELL ELLIS, M.D., M.S., F.R.C.S., Surgeon to the Royal National Throat, Nose and Ear 


Hospital, London. Pp. ix + 453 +- Index. 


infections. 


METHODS OF EXAMINATION OF EAR, 


140 illustrations. 65s. net. 


Important and advancing subjects in the realm of ear, nose and throat are presented in this new work, and not 
only is recent progress in the more obscure conditions fully covered, but the book also deals with the most modern 
views on simple conditions and the profound effect the discovery of antibiotics has had on the approach to acute 


NOSE AND THROAT 


21. d By W. G. SCOTT-BROWN, C.V.O., M.D., B.Ch., F.R.C.S., Ear, Nose and Throat Surgeon, Royal Free 


Hospital, London. Pp. ix + 100 +- Index. 


examination of this difficult region. 


Showroom : 


94 illustrations. 


Ear, nose and throat conditions are such everyday occurrences in general practice that the medical man will welcome 
this new work with its minute instructions and particular attention to the complications which may arise in the 


18s. 6d. net, by post 9d. extra. 


Butterworths, 83 Kingsway. London, W.C.2 


11-12 Bell Yard, Temple Bar, London, W.C.2 
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THE HOUSE OF CHURCHILL 
Just Published 


RECENT ADVANCES IN DERMATOLOGY 


By W. NOEL GOLDSMITH, M.A., M.D., F.R.C.P., Physician-in-Charge, 
Hospital, London, and F. F. HELLIER, O.BE., M. A. M.D. 
Infirmary, Leeds 


New (Second) Edition 


Skin Department, University College 
Physician, Skin Department, General 


5 Plates in Colour and 28 Text-figures. 42s. 


THE KIDNEY EPILEPSY AND THE FUNCTIONAL ANATOMY 
A Ciba Foundation Symposium OF THE HUMAN BRAIN 
125 Illustrations. 32s. By WILDER PENFIELD, 0.M., C.M.G., M.D., D.Sc., F.R.CS., 
F.R.S., and HERBERT JASPER, M.D., C.M. 8 Colour Plates and 
THE PRACTICE OF REFRACTION 314 Black and White Illustrations. 115s. 
By Sir STEWART DUKE-ELDER, K.C.V.O., M.A., M.D., D.Sc., 
F-R.C.S., F.A.C.S. Sixth Edition. 239 Mlustrations. 21s. PROGRESS IN CLINICAL SURGERY 
4 By various authors under the Editorship of RODNEY SMITH, 
MEDICAL PROGRESS, 1954 M.S., F.R.C.S. 112 Illustrations. 36s. 
A Review of M dical Ad es in 1953 THE ESSENTIALS OF MATERIA MEDICA, 
Edited by MORRIS FISHBEIN, M.D. 36s. PHARMACOLOGY AND THERAPEUTICS 
By R. H. MICKS, M.D., F.R.C.P.I. Sixth Edition. ; 
PRACTICAL PROCEDURES IN CLINICAL 
MEDICINE MEDICINE 
Biochemical and Radiological Investigations Essentials for Practitioners and Students 
By R. I. S. BAYLISS, M.A., M.D., M.R.C.P. vy G. E. BEAUMONT RC 
Swond Edition, 61 Tiustrations. 32s. 37s. 6d. 
RECENT ADVANCES IN SURGERY. RECENT ADVANCES IN PAEDIATRICS 


Fourth Edition, Edited by HAROLD EDWARDS, C.B.E., MS., By various authors under the Editorship of DOUGLAS GAIRDNER, 
F.R.C.S, 157 Illustrations. 42s. 


D.M., F.R.C.P. 117 Illustrations. Ready late this month. 


J. & A. CHURCHILL Ltd. 104 GLOUCESTER PLACE, LONDON, W.! 


@ CLINICAL ADVANCES IN PEDIATRICS 
@ POLIOMYELITIS 1954 


A Symposium on each of these important subjects appears in the May 1954 number of 


THE PEDIATRIC CLINICS OF NORTH AMERICA 


A new quarterly publication devoted exclusively 
to the practical aspects of pediatric care 


The numbers contain no preliminary research; no reports of unusual cases; no_ theoretical 
discussions. They are essentially practical, and the subjects covered are selected according to the 
expressed wishes of subscribers. Each number contains about 225 pages of CLINICAL MATERIAL, 
They carry no advertising, and are bound in cloth covers. 

Forthcoming numbers :— 


AUGUST 1954: The Premature Child. 


NOVEMBER 1954: Pediatric Emergencies and Accidents. 
Pediatric Allergy. 


FEBRUARY 1955: Unusual Infectious Diseases of Children. 
Laboratory Tests and Special Procedures. 


Subscription price in United Kingdom & Eire 90s., elsewhere 105s. 


W. B. SAUNDERS COMPANY LTD. 7, Grape Street, LONDON, W.C.2 
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The First name in Ocular Therapeutics 


Active against a very wide range of organisms causing 
ocular infections, ‘Albucid’ Eye Preparations are 
known and trusted wherever eye injuries and infections 
are treated. 


‘ALBUCID’ EYE PREPARATIONS are available as follows :— 


EYE DROPS EYE OINTMENT 
10% and 30% in sterile | 6% in a greasy base 
solution 10% in a water-miscible base 
Bottles of 14 c.c. (¢ 0z.) with | Tubes of 4 Gm. (60 grains) 
pipette and 25 Gm. 


Descriptive literature and samples available on request 
British Schering Limited 
Kensington High Street, London, W.8 

telephone: WEStern 8111 


Inadequate Nutrition 
Anti-Anaemia in 
PREPARATIONS Elderly Patients 


Old people living on a restricted 
income often exist on an inadequate 
diet. Among the nutrients that have 
been found to be lacking in such diets 
are vitamins of the B, complex. 


OXOID) LIVER EXTRACT (im) 


A highly potent whole liver extract containing, in 
addition to the true pernicious anaemia principle, 
the greater part of the other water soluble active 
substances in the liver, including particularly the 
members of the vitamin B complex. 
Ampoules-——2 cc. Bottles 10 cc. and 20 cc. 


Marmite yeast extract is a useful 
source of these vitamins ; it can readily 


*‘LIVEROID’ 


A concentrated 
preparation of the 
uncoagulated juice of 
liver, fortified with iron 


*‘LIVOX’ 
Capsules containing 
liver concentrate re- 
inforced with B group 
vitamins and minerals. 


be taken by elderly patients, who seem 
to appreciate its piquant flavour. It 
supplies riboflavin, nicotinic acid, folic 
acid, pyridoxin, pantothenic acid, biotin, 
choline, inositol and p-aminobenzoic acid. 


and glycerophosphates. Bottles of 100 and 500 —— eee 
MARMITE 
*‘ERYTHOID’ 
Desiccated gastric tissue — Bottles 5 oz. and 8 oz. yeast extract 


l-oz. 9d., 2-02. 1/4, 4-02. 2/4, 8-oz. 4/-, 16-oz. 7/- 
LITERATURE GLADLY FORWARDED UPON REQUEST 


Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on request 
THE MARMITE FOOD EXTRACT CO., LTD. 
54028 35, Seething Lane, London, E.C.3 
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‘Sopronol’ for fungous infections 


of the feet 


‘SOPRONOL’ Ointment fulfils 
the criteria laid down* for the ¢ 
ideal fungicidal compound: 
IT INHIBITS AND KILLS FUNGI . 
IT PENETRATES THE STRATUM CORNEUM, REACHING THE DEEP SEATED MYCELIA 
IT NEITHER IRRITATES NOR SENSITIZES THE SKIN 

This therapeutic efficiency derives from the use of Sodium Propionate and Caprylate 
—both originally isolated from concentrated human sweat. It is this physiological 
kinship which enables ‘SOPRONOL ’ to control the most chronic case of Tinea 
Pedis . .. with a complete absence of the superadded 
skin sensitisations so liable to complicate treatment. 


‘SOPRONOL’ 


* Bulletin Johns Hopkins Hospital (1944) , 75, 417. Trade Mark 
OINTMENT 


(Beth) John Wyeth & Brother Ltd., Clifton House, Euston Road, N.W.1. 


Change of Address 


On and after June 21st, 1954 
THE ARMOUR LABORATORIES 
will transfer all operations 


to their new premises 


THE ARMOUR LABORATORIES 


HAMPDEN PARK 
x EASTBOURNE SUSSEX 


Telephone : Telegrams : 
HAMPDEN PARK 740 © ARMOLAB EASTBOURNE 
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Prevention of Dressing Trauma 


Jelonet is a dressing for all wounds—its non-adherent properties 
protect the delicate epithelium and prevent dressing trauma, enabling healing 
to continue undisturbed. It is used extensively in the treatment 
of burns and as a dressing following skin-gra‘ting operations. It is non-toxic 
and compatible with Penicillin and all other antibiotics, and may 
be used as a means of drainage, or as a packing for deep granulating wounds. It 


may also be used as an adjuvant in the treatment of varicose ulcers 


by compression bandaging, and as a means of protecting the skin from irritating 
discharges. Jelonet may be prescribed by name under the N.HS. 

(Form E.C.10) in the following sizes:— single pieces in envelopes, tins containing 

5, 10 or 36 pieces, each piece 3?” x 3?”. 

A special size tin containing a strip 8 yards long by 

3?” wide, folded zig-zag, is available for use in 

Hospitals and Surgeries. Formula :— Balsam of Peru B.P. 

12-5 grammes ; Yellow Soft Paraffin B.P. 1000 grammes. 

Sterile — ready for immediate use. 


TRACE mane 


PARAFFIN GAUZE DRESSING, B.P.C. 


Made in England by T. 3}. SMITH & NEPHEW LIMITED, HULL 
mes 2 SOG a for their marketing organisation Smith & Nephew Ltd., Welwyn Garden City, Herts. 
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Ovaltine 
in antenatal and postnatal care 
THE increased nutritional demands arising during the latter half of pregnancy 
and the ensuing period of lactation, call for a general fortification of the patient’s diet. 
‘OVALTINE’ is eminently suitable as an aid in meeting this need because it 
provides concentrated nourishment in a palatable and easily assimilated form, It is acceptable 
to the most capricious appetite, such as often occurs in pregnancy. 
‘OVALTINE’ possesses galactogogue properties. It also aids in maintaining the 
strength and general well-being of the nursing mother. 
P THE high quality of its natural ingredients—malt, milk, cocoa, soya and eggs — 
shi its content of added vitamins, and the strictly hygienic conditions of its manufacture 
. combine to provide a first-class nutritional product which has long enjoyed the 
approval of obstetricians. 
Vitamin Standardization 
per oz.—Vitamin Bj, 0.3 mg.; 
Vitamin D, 350 i.u.; Niacin, 2mg. 
A. WANDER LIMITED, 42 Upper Grosvenor Street, Grosvenor Square, London W.1. 
ULL 


Manufactory, Farms and ‘ Ovaltine’ Research Laboratories:—King’s Langley, Herts. 


ip 
M, 379. 
7 


[JuNE 12, 1954 


THE LaNceET] 


THE LANCET GENERAL ADVERTISER 


S 
S 


S 
SS 
2, 


Mf 
HU 


TABNET prevent NOCTURNAL PAIN 


Nocturnal Pain very often interferes with the physical and mental rest so 

necessary to the patient suffering from peptic ulceration. TABNET Tablets 

taken with a glass of milk on retiring will control the pH of excessive acid 

secretion, nocturnal pain will be avoided and the patient will enjoy an 
asymptomatic night. 

Cases of diagnosed peptic ulcer, treated with TABNET, have shown 

radiological evidence of healing after a month’s treatment without strict 

dieting. 

Free glycine in the formula not only helps to prolong the “buffer” action of 

the aluminium glycinate but also accelerates granulation of the ulcer site. 


TABNET 


FORMULA: Each tablet contains: 
Aluminium Glycinate 250 mgm., Glycine 30 mgm. 


8 
ALUMINIUM AMINOACHTATE 


Inclusive cost to the 
National Health Service 


24 tablets .. . 3/6d. 
Prescribe TABNET by name 


CALMIC LIMITED CREWE HALL - CREWE Tel. 3251-5. 
London : 2, Mansfield Street, W.1. Tel. LANgham 8038-9 
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In keeping with the times 


7 at In Greatgrandfather's day, pioneers 
of the Pharmaceutical Industry possessed 
a only very rudimentary equipment in 
“i their first endeavours to mass-produce 
— 2 therapeutic compounds for the battle 
against human ills... 


Today, the gigantic equipment of 

more modern Laboratories of synthesis 
and production enables Scientists and 
Physicians to conduct a large-scale 
offensive against all enemies to Health. 


ESTABLISHED: 1853 
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NOW AN ACCEPTED TREATMENT... 


Transv asin. Contains skin-penetrating esters of 


salicylic, nicotinic, and p-aminoben- 
zoic acids. Itbrings real relief to deep- 
seated muscular rheumatism by 
simple inunction. 


TRANSVASIN, a new preparation developed by 
Hamol S.A., our Swiss associates, and now 
available for prescription in this country, contains 
polar esters of salicylic, p-aminobenzoic and 
nicotinic acids. These esters readily pass the skin 
barrier in therapeutic quantities and enable an 
effective concentration of the drugs to be built up 
where they are needed. Transvasin not only 
induces vasodilation of the skin with a superficial 
erythema, but also brings about a deep hyperaemia 
of the underlying tissues. It is non-irritant, and 
can be safely used on the skin. 

It is now being widely prescribed, with highly 
successful results. There is evidence, also, that since 
a very small quantity is sufficient for each appli- 


cation, the cost of treatment is extremely low. 


Sali-ylic acid tetrahydrofurfury|-ester 14°, 


Nicotinic acid ethyl-ester 2% 

Nicotinic acid n-hexyl-ester 2% 

Me... p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad 100°, 


Transvasin is available in 1 oz. tubes at 3/43 plus 
74d P.T., which are obtainable on form E.C.19, 
and is not advertised to the public. 


Samples and literature will be gladly sent on application. 


LLOYD-HAMOL LTD., 11 Waterloo Place, London, S.W.1 WHitehall 8654/5/6 
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For infections of the eye 


EYE DROPS 


A unique preparation containing Sulphaceta- 
mide and Zinc Sulphate which has the follow- 
ing significant advantages : 
Non-Irritant Adjusted tonicity and pH. 
Effective Powerful bacteriostatic action; 
increased penetration of tissues. 
Long-Acting Viscosity ensures minimal loss 
due to dilution by tears. 
Stable Buffered and self-disinfecting. 
Economical Greater safety and efficiency at 
low cost. 


In } fl. oz. Dropper Bottles 
May be prescribed under N.H.S. Retail Price 3/- 


For hay-fever 


Fenox 


NASAL DROPS 


By virtue of its unique properties, Fenox is 
the ideal nasal decongestant for both children 
and adults. It gives immediate and prolonged 
relief without ... 
irritation of inflamed mucosa 
impairment of ciliary action 
undesirable side-effects 


In } fl. oz. Dropper Bottles 
May be prescribed under N.H.S. Retail Price 2/6 


Literature and samples available from the i 
Medical Department, Boots Pure Drug Co. Ltd., 
Station Street, Nottingham. 
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PRECEPTIN Vaginal Gel contains the active spermicidal agents 
p-Diisobutylphenoxypolyethoxyethanol 
and ricinoleic acid 
in a synthetic base buffered at pH.4.5 


LITERATURE ON REQUEST 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE - BUCKINGHAMSHIRE - ENGLAND 
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/ For the second time this year 


D I B E N C I L. Oral 


TRADE MARK 


\ is reduced in price 


\ Every week, more ‘Dibencil’ is being prescribed, 
\ and the economies effected by larger-scale pro- 
\ duction have allowed us to reduce its price 


for the second time in less than six months. 


‘Dibencil’ Oral Suspension contains 300,000 units of 
benzathine penicillin in each large teaspoonful (5 e:c.). 
The suspension is stable and is well tolerated, giving 
reliable absorption and effective blood levels. It is 
pleasantly flavoured and is readily accepted by the 
youngest infant. 


SEPT. 1953 JAN. 1954 FROM JUNE 14 
1954 


‘Dibencil’ bottles of 50 c.c. 168. 126. 10 


Basic Price Basic Price Basic Price 


UNDEK THE NATIONAL HEALTH SERVICE THE BASIC COST OF 300,000 UNITS OF PENICILLIN IN DIBENCIL ORAL SUSPENSION IS 1/-. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED 
A subsidiary company of Imperial Chemical Industries Limited 
WILMSLOW, MANCHESTER 
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FERRAPLEX 


IRON AND STANDARDISED VITAMINS 


NATURAL 
VITAMIN 


COMPLEX 


“VITAMIN 
IN ONE TABLET 


ADVANTAGES Ferrapiex B, by combining adequate iron dosage 
with standardised vitamin content, provides a comprehensive and efficient 
hematinic compound for routine use, particularly in pregnant and under- 
nourished women, in adolescence, in hemorrhagic conditions and in the 


debility of advancing age. 


* In recent years it has been shown that simultaneous administration of 
vitamin C and the B complex group together with iron gives much better 
results in hypochromic anemias. The natural vitamin B complex used 


in FERRAPLEX B is a concentrate prepared from 
brewers’ yeast. 


* The comprehensive ‘“‘one tablet” formula, the 
standardised vitamin potency and the reasonable 
price of FERRAPLEX B entirely conform with current 
economic requirements. 


PACKINGS AND PRICES. 
FERRAPLEX B tablets are available in bottles of 50 at 5/3d.and 
250 at 23/3d. Retail prices subject to Professional discounts. 


FERRAPLEX B 


is manufactured in the laboratories of 


\ C. L. BENCARD LTD 


PARK ROYAL - LONDON 


COMPOSITION 
The average daily dose of six FERRAPLEX B 
tablets contains :— 
FERROUS SULPHATE .......... 1 gramme 
COPPER CARBONATE ....5:...ss0008 2 mg. 
ASCORBIC ACID (Vitamin C)...... 50 mg. 
NATURAL VITAMIN B 

including 

Aneurine hydrochloride (B))..........-. 3 mg. 


pantothenic acid, pyridoxine, and folic 
acid, choline, inositol, biotin, para- 
aminobenzoic acid and other naturally 
occurring factors of the vitamin B complex. 


N.W.10 
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“,.. generally after the 
ai first application there follows a 
ane feeling of warmth, improvement in 
the circulation and relaxation." 


eeeeeeee * Pro medico 21, 429-431 (1952) 


FINALGON 
e 
LEX B 
0 mg. 
COMPOSITION : 
sai Nonylc acid vanilyamide 0.4% and produces a pleasant feeling of warmth 
6 Nicotinic acid-8-butoxyethyl ester 
2.5% in a suitable ointmen . 
0 mg . a lasting for hours and relieves rheumatic 
olic 


para- i 
pains 
nplex. 


LEWIS LABORATORIES LTD., LEEDS 9 
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Gasrarc Anacrsis 


Superimposed grue fractional test-meal curves 
of five cases of duodenal ulcer 


NULLA GUIN 
J 
“4 
\ 
\ 
——  freeHcL 


Anacrsis 
Same patients as in Fig. 1, two days later, 
showing the striking neutralizing effect of 
sucking Nulacin tablets (3 an hour). Note the 
return of acidity when Nulacin is discontinued. 


NULACIN 
isavailablefrom Horlicksin U.K., 
U.S.A., Canada (as Nulactin), 
‘3 Australia, New Zealand, Ceylon, 
es Malaya, India, and is also dis- 
tributed in most other countries 
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FOR CONTROL OF 


GASTRIC ACIDITY 


NULACIN provides control of gastric acidity comparable with that 
obtained with intragastric milk-alkali drip therapy. It is the most 
convenient and effective form of treatment for bed and ambulatory 
patients. 


DOSAGE 


"A NULACIN tablet, placed in the mouth and allowed to dissolve 


slowly, releases its contained medicaments at a rate that gives con- 
tinuous neutralization of the gastric juice. 

NULACIN tablets are indicated whenever neutralization of the gastric 
contents is required: in active and quiescent peptic ulcer, gastritis, 
gastric hyperacidity. 

Beginning half an hour after food, a NULACIN tablet should be 
placed in the mouth and allowed to dissolve slowly. During the stage 
of ulcer activity, up to three tablets an hour may be required. For 
follow-up treatment, the suggested dosage is one or two tablets 
between meals. 

NULACIN tablets are not advertised to the public and have no B.P. 
equivalent. May be prescribed on E.C.10. The dispensing pack of 25 tablets 
is free of Purchase Tax. (Price to pharmacists, 2/-.) Also available in tubes 
of 12. 

NULACIN tablets are prepared from whole milk combined with dextrins 
and maltose, and incorporate Magnesium Trisilicate 3.5 grs.; Magnesium 
Oxide 2.0 grs.; Calcium Carbonate 2.0 grs.; Magnesium Carbonate 0.5 grs.; 
Ol. Menth. Pip. q.s. 

BIBLIOGRAPHY : 


The Control of 26th July, 
1952, Brit. Med. J., 

February, 1952, Med. Press, 195-199 

The Effect on Gastric Acidity of ‘‘Nulacin” 
Tablets, 28th November, 1953, Med. J. 
Aust., 823-824 

Control of Gastric Acidity by a New Way of 
Antacid Administration, (1953), J. Lab. Clin. 
Med. 42:955 

Further Studies on the Reduction of Gastric 
err A 23rd January, 1954, Brit. Med. J., 


Horlicks Limited 


PHARMACEUTICAL DIVISION 
SLOUGH, BUCKS. 
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PERMAPEN PLUS 


tri-penicillin preparation 


y A new combination giving, ina single 600,000 
unit intramuscular injection, the advantages 
of its three constituents.! 


rapid bactericidal blood levels | Penicillin G Potassium Crystalline 

100,0Q0 units 

sustained moderate blood levels | Penicillin G Procaine Crystalline 

300,000 units 

persistent inhibitory blood levels | Dibenzylethylenediamine 

(DBED) Dipenicillin G 
200,000 units 


1. (1953) Antibiot. and Chemoth, 3, 1056 


Full literature is available on request 


PFIZER LIMITED .- FOLKESTONE - KENT Tel: Folkestone 51771 
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enokot 


The first stable, standardised 


preparation of senna‘ 


“«,.... a valuable ally in the 
cure of chronic constipation 
as well as an aperient for 
occasional use, and it appears 


to have no contra-indications”’ 


Practitioner, 1953, 170, 272 


BIBLIOGRAPHY 
Lancet, 1952, 1, 655 
*SENOKOT contains the total active ibid. 1953, 1, 497 
constituents of the pod, in the form ibid. 1953, 1, 602 
of delicious chocolate-flavoured granules. The Medical Press, 1951, 226, 486 
It may be eaten plain or taken as a J. Pharm. Pharmacol., 1950, 2, 813 
es “Pharmacology”, Gaddum, J. H. 1953, p. 251. 
SENOKOT is included in Category 3 by the a Ne. ee 
PACKING COST PURCHASE TAX 
Joint Committee on Prescribing, being a new 2 oz. tin 1/6 44d. 
It isi d 6 oz. bottle 4/- 1/- 
remedy of proved value. It is inexpensive an +2 Ib. tin 18/- ees 
may be freely prescribed under the N.H.S. iD) +2 doses cost about \d. 
81 


WESTMINSTER LABORATORIES LTD., CHALCOT ROAD, LONDON, N.W.1 
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CUnneuncement 


The established Wyeth policy of passing on to the consumer 
economies achieved in manufacturing costs has long been 
accepted as traditional. 

The outstanding reception accorded to Penidural on its recent 
introduction into contemporary therapeutics has enabled us to 
effect economies in the production costs of this unique advance in 
the antibiotic field. 


We are therefore pleased to announce 


REDUCTIONS OF 


as from 14th June, 1954, in the price of 


PENIDURAL 


ORAL SUSPENSION (60 c.c. bottles) 
and 
LONG-ACTING INJECTION (10 c.c. vials) 


The price of the new Penidural All-Purpose Injection (1-2 mega 
unit vials) remains unaltered, due allowances having been made 
at the time of its introduction. 


‘Penidural’ is a registered trade mark. 


JOHN WYETH & BROTHER LIMITED CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.1 


81 
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For anxious, tense, restless patients Seconesin pro- 
vides a safe relaxant-sedative. It introduces a totally 
new idea in sedation. Non-narcotic and with a 
minimum of secobarbital, there is no danger of cumu- 
lation or “hangover” because both components are 
rapidly eliminated. Seconesin acts promptly and its 
effect lasts for a few hours only. Day-time relaxation 
with Seconesin is so calming that most patients sleep 
well at night without further hypnotics or sedatives. 
COMPOSITION 
Each tablet contains :— 
Mephenesin [ 3-(2-methylphenoxy)- 
propane-1 : 2-diol] 
Secobarbital (Quinalbarbitone)...... 
DOSAGE 
1 tablet every 4-6 hours, preferably after meals, will 
give adequate day-time relaxation. 
PACKINGS 
Bottles of 25 and 100 tablets. 


SECONESIN 


Full literature on request. 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL + LONDON N-W-10 
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makes 


LOOK TO 


FOR LEADERSHIP 


the antibiotic of choice 


In medical libraries throughout the world ample evidence exists to testify 
that Aureomycin is the antibiotic of choice in a wide range of infections 
of bacterial, rickettsial, large viral and unknown aetiology. More reports 
have appeared on the excellent clinical results of Aureomycin therapy 
than on any other broad spectrum antibiotic. 

CAPSULES NASAL * OPHTHALMIC SPERSOIDS* 

DENTAL CONES ¢ OINTMENT OTIC TROCHES 


DENTAL PASTE =, OPHTHALMIC SOLUBLE VAGINAL 
* INTRAVENOUS OINTMENT TABLETS POWDER 


Detailed literature on request * Trade mark 


potency e safety e economy 


LEDERLE LABORATORIES DIVISION 
Cyanamid Products Lid. 


BUSH HOUSE + ALDWYCH - LOXDON - W.C.2. TEMPLE BAR 5411 
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The palatable liquid combination of 


PENICILLIN and 


SULPHADIMIDINE 


SK ‘probably the best sulphonamide for 


The simultaneous administration of penicillin and a sulphonamide 


routine use’ * 


possesses advantages of great value in certain types of infection. The range of anti- 
bacterial activity is widened and enhanced by the successive and complementary 
actions of penicillin and sulphonamide, and the risk of induced bacterial resistance 


is lessened. 


‘Eskacillin’ 100 Sulpha, the penicillin- sulphonamide combination of 
choice, is particularly indicated for the treatment of mixed or double infections and 
in cases where active treatment must be started before the causal organism has 


been identified. 


‘ESKACILLIN’ 100 SULPHA 


Available in 2 fl. oz. bottles. Each standard medical teaspoonful 
(1 fi. drachm) contains 100,000 I.U. penicillin and 0-5 g. sulphadimidine 


* NATIONAL FORMULARY (1952), p. 33 
For cost to N.H.S., please see M. & J. list of costs dated April 1954 
MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
for Smith Kline & French International Co., oumer of the trade mark ‘ Eshacillin’ 
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NEW.. 
for the 


eradication of 
Pseudomonas 
Ln fection in 
Otitis 


*‘AEROSPORIN’ brand Otic Solution, which 
is now available, is a specially formulated pre- 
paration of ‘Aerosporin’ brand Polymyxin B 
Sulphate, an antibiotic highly and rapidly bac- 
tericidal to many ‘gram-negative organisms and 
pre-eminent against Pseudomonas pyocyanea. 

‘Aerosporin’ Otic Solution is therefore of 
specific value in otitis externa and chronic otitis 
media due to Ps. pyocyanea (Ps. aeruginosa). 
The occurrence of this organism has become 
more apparent since the introduction of penicillin 
therapy, which has little or no effect on the 
gram-negative organisms or the fungi present 
in otitis. There is evidence that the fungi also 
are susceptible to ‘Aerosporin ’. Bacterial resist- 
ance to ‘ Aerosporin’ has not been reported. 

* Aerosporin’ Otic Solution is markedly hygro- 
scopic and has a low surface tension, giving 
optimal conditions for an adequate concentration 
of the antibiotic at the site of infection. It is 
issued in bottles of 10 c.c. with dropper at 9/6, 
subject to usual discount. Each c.c. contains 


10,000 units of polymyxin B sulphate. 


Otic Solution 


A vat BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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They stir in GlucoDin... 


...and drink in energy 


Pure medicinal glucose—the swiftest source of energy— 
and calcium and vitamin D are supplied by GlucoDin. 
Instantly absorbed, pleasant to take in hot and cold drinks, 
GlucoDin rapidly restores expended energy; and as rapidly, 
it provides a glycogen reserve to ‘ take the strain of illness.’ 


GLUCODIN 


ENERGY — SWIFT AND SWEET © 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRon 3434 
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SURGERY OF THE THYMUS GLAND* 
SECOND (AND THIRD) THOUGHTS 


GEOFFREY KEYNES 
M.D. Camb., F.R.C.P., F.R.C.S., F.R.C.0O.G. 


CONSULTING SURGEON TO ST. BARTHOLOMEW’S HOSPITAL, 
LONDON, AND TO THE NEW END THYROID CLINIC 


THE surgery of the thymus has really centred around 
its association with myasthenia gravis, and this began 
many years ago with the observation that tumours of 
the thymus were often accompanied by the symptoms 
of myasthenia. Removal of these tumours proved to be 
difficult, and it was not until 1936 that the celebrated 
American cardiac surgeon, Blalock, successfully removed 
a thymoma with alleviation of the associated myasthenia 
gravis. A few years later he took the further logical 
step of removing the apparently normal thymus gland 
from myasthenic patients, since most of them do not 
have a tumour to account for the disease, and in 1941 
he reported favourably on the results obtained in 
6 patients. 

This report was noticed by Carmichael and Carson of 
the National Hospital, Queen Square, who then had 
under their care a young woman with severe myasthenia 
gravis. This patient, they judged, would soon die unless 
some active steps could be taken to help her. Until 
that date, February, 1942, patients with myasthenia 
gravis could be treated with neostigmine (‘ Prostigmin’) ; 
but though it often gave them great relief, this did not 
prevent the disease from getting worse when it was of 
& progressive type, and so could not always save their 
lives. 

This patient at the National Hospital happened to 
have been operated on by me some years before for a 
nodular goitre, and so I was invited to do this new 
operation of thymectomy—partly, perhaps, because 
she happened still to have some signs of mild thyro- 
toxicosis. The operation was done, both thymus and 
part of the thyroid being removed ; the patient, with 
a struggle, survived and soon began to lose her symptoms 
of myasthenia. In a few months these disappeared 
altogether and for eleven years or more she has been 
quite well; for a long time she was doing heavy work 
on the land. 

The result provided encouragement for further opera- 
tions of the same kind, and within the next three years 
over 50 thymectomies had provided a considerable 
body of experience on which to base some assessment 
of the results that were likely to be obtained. The 
mortality of the operation was at first rather alarmingly 
high, but the results seen in the survivors were such 
as to make it justifiable to proceed; and soon, with 
increased experience, the mortality fell to such a low 
level that it could be discounted. 

In all this work I had the immense advantage of close 
association with J. E. Piercy and the staff at New End 
Hospital, and to them is due very much of the credit 
that accrues from any good results that we have 
obtained. 

Successive Assessment of Results 


In June, 1945, I first attempted to present the whole 
subject in a Hunterian lecture at the Royal College of 
Surgeons and was able to review the results obtained 
in 51 operations (Keynes 1946). From the beginning 
we found it difficult to classify the results, the mani- 
festations of myasthenia being so exceedingly various. 
Eventually we decided to make it as simple as possible 
by recognising four categories as follows : 

A. Quite well. Normal life without neostigmine. 

B. Greatly improved, but needing some neostigmine. 


“The Annual Oration, delivered before the Medical Society 
of London on May 10, 1954. 


6824 


C. Somewhat improved, neostigmine less than before. 

D. No improvement. 
At this :ime in 1945 there were 33 patients for assessment, 
and = results came out as follows in round figures : 


. Well 9 60% 
B: Greatly improved 1l 
D. No better... 56 15% 


Several of these results alt oniineiin for over three 
years, so that it seemed that some degree of permanence 
had been achieved. 

After the publication of this lecture an increased 
number of patients presented themselves for operation, 
and by July, 1949, there were 120 for assessment 


(Keynes 1949). The results of the follow-up were found 
to be: 


Well 39 32-5% 
Greatly ‘improved 40 3% } 65: 8% 
C. Somewhat 31 
D. No better 10 


It will be noticed that even with nearly four times as 
many patients the results were still very much the same 
as before. The good results at first were not merely 
beginner’s luck ; they were a true picture. 

A sinister feature of the disease was the extremely 
bad results obtained by primary operation on the patients 
with thymic tumours. I soon came to recognise that the 
thymoma introduced a different clinical state demanding 
a different approach, and from the start these patients 
were excluded from the assessment of results. For 
many years now they have been treated first with high- 
voltage X-ray therapy and sometimes have not been 
operated on at all. By this method the results have 
greatly improved. 

Since 1949, with more than 200 patients without 
thymomas to be assessed, the resulfs have remained 
very much the same, though if anything slightly better. 
An independent investigation of 100 of my patients 
carried out by a young Canadian physician, Dr. R. T. 
Ross, in 1951-52 showed 41 of 93 patients to be in 
category A, with 26 in category B—i.e., an excellent 
result in 67, or nearly 70%. This was considerably 
better than anything I had ever claimed myself. The 
average period of follow-up was by this time four and a 
half years. The same patients have just been re-examined 
by another independent observer, Dr. J. A. Simpson, at 
Queen Square *without any significant change in the 
assessment being found after the lapse of another 
two years. 

Criticisms and Cold Water 


Meanwhile another view was gaining ground on the 
other side of the Atlantic. A team of observers at the 
Mayo Clinic, Rochester, Minnesota—notably Dr. L. M. 
Eaton and Dr. O. T. Clagett—were performing thymec- 
tomies for myasthenia gravis, and in April, 1950, they 
published a paper in the Journal of the American Medical 
Association in which they reported the results of 72 
operations comparing them with 142 control patients 
who had not been operated on. Their survey showed 
“that the favourable results occur more frequently 
among the surgical cases.’”” But further analysis they 
believed to suggest “‘ that factors having to do with 
selection of cases for surgery accounted for these better 
results.’’ Their conclusion was that thymectomy did 
not influence beneficially the course of myasthenia 
gravis, and they only advised operation for the removal 
of tumours because of their potentially malignant 
character. This pronouncement received much publicity 
and was quoted on numerous occasions because it was 
supposed to have finally discredited the claims of anyone 
who held different views. Dr. Eaton and Dr. Clagett 
gave the figures relating to our patients, from which it 
was evident that we claimed a much larger proportion 
of complete remissions than they did; but they made no 
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attempt to explain this discrepancy and in fact passed 
over the figures in silence. 

Their method of assessment was, however, entirely 
different from ours, since they did not separate the 
tumour patients from the non-tumour patients, having 
apparently not appreciated that the disease in those 
two kinds of patients runs a different course and demands 
a different therapeutic approach. All outside critics 
quite failed to notice this important difference—that 
the Mayo Clinic selected their patients with the emphasis 
on thymomas and lumped all their results together, 
whereas we exclude the thymomas and assessed a far 
more homogeneous series of patients none of whom 
had tumours. There seemed to be a tendency among 
writers of leading articles in the journals of this country 
to try to discredit the surgical treatment of myasthenia 
gravis with douches of cold water drawn from the Mayo 
Clinic cistern without attempting any critical examination 
of the essential difference in our approach. <A very 
recent leading article in The Lancet (1954) repeated all 
the old arguments yet again, with further doubts 
expressed by Dr. Grob (1953) from Baltimore ; but 
once more there is no indication that any distinction 
was made between patients with thymomas and those 
without. As a result, the surgical results in Baltimore 
again appear inexplicably inferior to ours—8-1% com- 
plete remissions compared with 41%, according to Ross’s 
figures. Again the conclusion is that ‘“‘ Keynes’s good 
results from thymectomy will influence some physicians, 
while the findings. at the Johns Hopkins Hospital and 
the Mayo Clinic will make others hesitate.”’ 

Ever since beginning this investigation I have noticed 
that physicians often approach the problem with the 
fixed idea that, because spontaneous remissions sometimes 
occur in myasthenia gravis, therefore all surgical claims 
to have produced remissions are to be distrusted or 
discounted. How often have I not heard physicians 
of experience begin saying: ‘* Yes, but I can remember 
a patient who had a spontaneous remission which has 
lasted seven years ...’’? I have longed to break in 
rudely with the question ‘* Yes, but can you remember 
50 patients who have had complete remissions lasting 
many years? And anyway what proportion of patients 
treated medically do in fact have remissions of long 
duration ?”’ This second question is an embarrassing 
one, because no physician in this country has ever 
recorded the results in a series of medically treated 
patients at all comparable with the unusually extensive 
series that has now been submitted to surgery. R. T. 
Ross in his paper on 100 consecutive patients from my 
series tried to get some idea of the frequency with which 
significant remissions occurred spontaneously, and his 
sxonclusion was that in ‘“ three large series of patients 
(all from American sources) treated by medical means 
alone .. . the proportion of cured or greatly improved 
is smaller, and the proportion of deaths due to myasthenia 
gravis is much higher’? than in the group of patients 
he had examined. Statistical analysis of our results 
had established that the patients who benefited least 
from the operation were those in whom the disease had 
lasted longest and had therefore had the greatest oppor- 
tunity for developing spontaneous remissions. In fact, 
it has always seemed to me, in the course of examining 
some hundreds of patients, that spontaneous remissions 
of long duration are relatively uncommon, and that 
their number is far surpassed by the remissions occurring 
after surgery which have been proved by the lapse of 
time to be indeed permanent, so that we may almost 
begin, after periods of up to twelve years, to speak of 
** cure.”’ 

Second Thoughts ? 


I have referred in the title of this address to my 
having had second thoughts (or even third thoughts) on 
this most interesting subject. I can claim, however, 


that my thought-processes have been pretty consistent 
and that I have found no strong reasons for making 
any startling change in my beliefs. I am not, however, 
the only party who has had second thoughts on this 
matter. 

In December, 1952, there was a meeting of the 
Association for Research in Nervous and Mental Disease 
in New York. One of their discussions was contributed 
by Dr. Eaton, Dr. Clagett, and Dr. Bastron of the 
Mayo Clinic (1953), and the subject was: ‘‘ The thymus 
and its relationship to diseases of the nervous system : 
study of 374 cases of myasthenia gravis and comparison 
of 87 patients undergoing thymectomy with 225 controls.”’ 

It is worth noting at this point that the Mayo Clinic 
had asserted a few years before that there was no 
convincing evidence that the thymus gland was in any 
way connected with myasthenia gravis. Nevertheless 
the first part of this paper was entirely concerned with 
the consideration of ‘‘ the evidence for a relationship 
between the thymus and myasthenia gravis ’’—patho- 
logical, physiological, and clinical, including surgery. 
Attention was drawn to the work of A. B. Bratton (to 
which I had referred in 1945) in showing that the thymus 
was histologically abnormal in a large proportion of 
glands from myasthenic patients. Some account was 
then given of the thymoma in myasthenia, the relation 
between these tumours and the disease being clearly 
demonstrated. The physiological evidence was sum- 
marised and held to suggest that the thymus interferes 
with the synthesis of acetylcholine, but it was thought 
to be inconclusive. This was before the publication 
of the work by Andrew Wilson to which I shall refer 
later. 

The clinical evidence was then considered. ‘‘ It was 
admitted that it had been the thesis of these authors 
that since remissions in myasthenia gravis may occur 
with or without thymectomy, improvement whicli 
follows thymectomy cannot necessarily be attributed 
to removal of the thymus. Consequently the value of 
thymectomy could be determined best by a comparison 
of the course of the disease in a large group of patients 
treated surgically with its outcome in a large group 
treated non-surgically.”” No-one would quarrel with 
this ; but exactly the same principle had led this same 
group to pronounce to the world only two years before 
that the operation of thymectomy had no influence on 
the course of the disease. This statement had gone the 
rounds, had been repeated in every article on myasthenia 
and thymectomy, and had led one writer to announce 
that ‘‘ the wave of enthusiasm for thymectomy is now 
over,’ implying, I suppose, that it had only been per- 
formed because ‘“‘ enthusiasm’’ had exaggerated its 
claims. This implication ignored the fact that all our 
claims were based on evidence obtained under the close 
supervision of our medical colleagues, who might be 
assumed to be without surgical ‘‘ enthusiasm.’’ It is 
easy for a surgeon to be too pleased by his delight in 
his own skill, and many a time have we seen this happen. 
In fact the Mayo Clinic pronouncement, made with all 
the weight of the authority of that remarkable foundation, 
had unwittingly done incalculable harm to the cause of 
those unhappy people who had become the victims of 
myasthenia gravis. Neurologists and physicians had 
been discouraged from recommending thymectomy, 
because everyone, even junior students, thought that it 
was no longer regarded as of any value. 

Yet in December, 1952, the same Mayo Clinic group 
stated: ‘‘It is our opinion that the inclusion of more 
cases, followed for a longer period of time and by 
somewhat stricter methods, allows us to reach more 
definitive conclusions than those given in the last study, 
published in 1950." The next revelation is in the 
sentence: ‘‘ From a study of table 16 it is readily seen 
that patients who have thymomas do not get along as 
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well as those who do not have thymomas,”’ and later, 
‘*‘ consequently, the remainder of this study is devoted 
largely to a comparison of surgical and non-surgical 
patients who do not have thymomas.’’ In the next 
sentence is the remarkable discovery that: ‘‘ It is of 
interest to find that in a comparison of surgical and 
non-surgical patients who did not have thymomas the 
better results are found in the surgical group. In this 
latter group 45-8 per cent. of the patients obtained a 
result justifying the risk, discomfort and expense of 
surgical treatment ; this is contrasted to an incidence 
of such results in only 16-2 per cent. of the patients in 
the non-surgical group. Furthermore, the percentage 
of those who were worse or who had died of myasthenia 
gravis was considerably greater in the non-surgical 
group.’ Further elaboration of the statistical evidence 
was all found to point in the same direction. Tribute 
is paid to the value of the guidance received from Dr. 
Berkson in the proper use of statistical methods—diffi- 
cult, as he truly says, for non-statisticians to comprehend, 
but enabling the non-statisticians to arrive at the proper 
interpretation of their own results. 

I suspect that an important factor in this complete 
volte-face by Dr. Eaton and Dr. Clagett was their decision 
to study their non-tumour patients apart from their 
thymoma patients. This may even have been more 
important than revising their statistics. Nevertheless 
they still had to include one pretty bit of qualification 
in their final sentence. ‘‘ It is possible that the operation 
itself stimulates certain endocrine metabolic processes 
within the patient that account for the favourable 
result.”” They are nothing if not cautious and have 
supplied a wonderful example of the twisting of a plain 
fact into a complicated theory in order to suggest that 
the operation of thymectomy is not what it appears to 
be. 

Dr. Henry Viets, of Boston, in the ensuing discussion 
played his gentle irony on Dr. Eaton. ‘It is not easy,” 
he said, ‘‘ to make a right-about face or even a partial 
right-about face. It takes courage and persistence in 
not stopping after you have made a decision but going 
ahead and working further on the material, until you 
can show to your own satisfaction and to the satisfaction 
of others that you have drawn the correct conclusion.’ 
This is all very true. Dr. Eaton said later that the 
speakers in the discussion had been unusually generous 
in their remarks, particularly in view of the fact that 
this study had forced him to make a complete reversal 
of his previous stand in regard to the virtues of 
thymectomy. 

This ‘‘ complete reversal’? of opinion is to be found 
in a highly specialised volume published last year in 
Baltimore which will be read by no-one except a few 
neurological specialists. I am grateful to the Queen Square 
specialist, Dr. J. A. Simpson, who drew my atten- 
tion to this paper which now confirms the results which 
{ put forward seven years ago, but which have ever 
since been damned with fainter and fainter praise, even 
while the results as seen in the actual patients got better 
and better. 

It will be a long time before the medical profession 
in general will have any inkling of this remarkable 
recantation that has taken place. The whole affair is 
an interesting study in-the elusive subject of the forma- 
tion of medical opinion. We do not often see so clearly 
the way in which truth gets overlaid by muddled 
thinking, or how exaggerated deference is paid to a 
ziven opinion because it emanates from a large American 
clinic rather than from a smaller London one. 

This we must take philosophically since it is a tribute 
to the cool way in which we, as a profession, regard 
our novelties. We look at them very carefully all round 
before we admit them to the canon of accepted practice. 
This deliberation may be irksome to the individual 


because life is short, but it is perhaps wholesome in 
the long run. 


The Thymoma 


I have already referred to the thymic tumour, or 
thymoma, as having been the foundation on which the 
surgical treatment of myasthenia gravis was based. It 
seems to be inescapable that the disordered neuromuscular 
mechanism known as myasthenia gravis is connected 
with the growth of an epithelial tumour of the thymus, 
just as metabolic disorder depends on epithelial hyper- 
plasia of a tumour of the thyroid, or disorder of calcium 
metabolism depends on the growth of an epithelial 
tumour of the parathyroid. Not more than 15% of 
myasthenic patients are found to have thymic tumours, 
but it has become plain that these 15% are in a far 
more serious plight than the other 85°, without tumours. 
So bad, in fact, were our initial results with primary 
removal of these tumours that I soon decided that a 
different plan must be adopted with this unfortunate 
minority Second thoughts suggested the substitution 
of high«voltage X-ray therapy for primary operation, 
and in a Cecil Joll lecture given last November at the 
Royal College of Surgeons (but not yet published) I 
examined the results of this altered approach. 

Thymic tumours are not common, but I have had 
the opportunity of studying 41 of them. Of these 41 
patients all the earliest ones treated surgically are dead ; 
but of the 26 treated first with deep X rays 20 have had 
a subsequent removal of the tumour, with the following 
results : 

Quite well and symptomless 
Considerably improved 

Initial improvement, then relapse 
No better 

Died .. 


A good result, then, has been obtained in 12 patients 
out of 21 (57%) and 4 of these are quite well (14%). 
3 patients have had no operation at all after deep X rays 
and are also well. X rays cannot, however, be relied 
upon to extirpate all the cells of a thymoma unless a 
dangerously high dosage is given. Operation should 
therefore be done as well when circumstances allow. 

The necessity for avoiding primary operation for 
tumours underlines the importance of carrying out a 
careful radiographic examination of every patient as a 
preliminary, and I believe that every one can be detected 
in this way. *It depends on correct exposures in the 
correct position, the lateral ones being of much greater 
importance than the anteroposterior in which the shadow 
of the mediastinal tumour will be obscured by that of 
the great vessels. Tomography may occasionally be 
of value. In the Joll lecture I also examined the question 
of the malignancy of the tumours. It used to be thought 
that the so-called lympho-epithelioma was benign, and 
it is true that it seldom metastasises to neighbouring 
lymph-nodes ; but second thoughts, in the light of this 
large series of tumours suggest that in fact it is malignant. 
It does sometimes metastasise to lymph-nodes, it spreads 
locally to neighbouring structures, it can give rise to 
widespread recurrences some years after removal, and 
it can infiltrate surrounding tissues. 

Removal of a thyroid adenoma is often advised because 
of the possibility that it may become malignant. The 
same argument might be applied to the thymus in 
the absence of a tumour were it not that the onset of the 
disease with a tumour is normally rapid and the tumour 
is found to be there as soon as the disease is diagnosed. 
In one patient, however, this was not true. She had 
had symptoms of myasthenia for twelve years. Three 
years after they started, she was seen in our clinic but 
was sent away because the symptoms were so mild. 
Nine years later she had become much worse, and a 
small tumour was then diagnosed by radiography. There 
is the other possibility that the “silent thymomas’”’ 
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known to thoracic surgeons are an inactive phase of the 
neoplasms producing myasthenia. It is more than 
probable that some of the myasthenic tumours had 
been present considerably longer than the symptoms of 
the disorder, and had the patients happened to have 
been radiographed, as in mass radiography which 
reveals most of the “silent thymomas,’’ the tumours 
might have been detected and removed in their 
pre-myasthenic phase. 


The Patient’s Attitude 


My second thoughts now lead me to a consideration 
of the psychological aspects of myasthenia gravis, for 
there is no doubt that psychology is important in this 
connection. I am afraid that the myasthenic patient is 
apt to acquire a neurotic outlook at an early stage of 
the disease. It is in fact an iatrogenic state, since a 
very large proportion of patients, if you take a careful 
history, will tell you that their doctors treated them 
for weeks, months, or even years, for ‘‘ nerves,’’ assuming 
that there was not really anything the matter. A young 
sailor of my acquaintance was treated as a malingerer 
because his complaint of muscular weakness was unas- 
sociated with any objective signs. The famous character 
in Punch who told his doctor ‘‘ As soon as I sees a job 
of work I comes over all of a tremble,’’ was probably 
suffering from myasthenia gravis. I have heard patients 
describe how they have tried desperately with tears and 
protestations to get someone to believe in the reality 
of their complaint, only to be sent from one practitioner 
to another until at last someone, more observant than 
the others, has diagnosed myasthenia at a glance and 
proved it in five minutes with a shot of neostigmine 
—again producing psychological frustration in the 
patient, because the immediate feeling of well-being 
produces an ecstasy of hope which is quickly dashed 
as the effect of the injection wears off. 

On one occasion a young man arrived at Queen Square 
from Persia by aeroplane with a large number of relatives 
surrounding him. He was lying on a stretcher in full evening 
dress completely helpless, and had not stood up or walked 
for many weeks. He was given a rather large injection of 
neostigmine, and a few minutes later sprang from his stretcher 
and rushed to the basin to be sick, to the amazement of his 
entourage who thought a miracle had happened. This was 
perhaps not a good psychological beginning, as he was after- 
wards very unhappy in hospital. He was depressed and 
lonely owing to the language difficulty, and it was extremely 
difficult to know how much or how little he had in fact 
benefited from the operation. 


So often myasthenic patients are very depressed 
people. Their feeling of helplessness is such that they 
have virtually abandoned hope before the operation is 
done, and they are unwilling to give up their dependence 
on the drug which they have found in the past to be 
the only thing between them and complete collapse. 
Again, the psychological overlay makes assessment of 
results difficult, and dependence on a drug almost 
amounting to an addiction is an added complication. 

Many patients do, of course, escape all psychological 
abnormality. They have often told me that a myasthenic 
life, even with neostigmine, is a living death, and that 
they would face any risk if they could be offered a 
reasonable prospect of recovery. They are eager to get 
better and are encouraged by the slightest evidence that 
their symptoms are abating. Naturally these patients 
are the easiest to deal with and a source of great satis- 
faction to their doctors and nurses; but even this 
euphoristic attitude has its dangers. Patients are 
sometimes so determined to get well that they will 
pretend to be better every day and assert that the 
doses of neostigmine can be reduced, when observation 
makes it clear that they are no better at all. I have 
even known them make pseudo-recoveries in order not 
to ‘‘ let the surgeon down ’’—a touching form of doctor- 


patient relationship which it is hard, though necessary, 
to shatter. 

Occasionally a disturbing force finds its way into the 
patient’s consciousness through the medium of the press. 


A girl of 16'/, was sent to St. Bartholomew’s Hospital 
from Australia. Waiting for her was a cousin who happened 
to be a reporter on the staff of a daily paper. He obtained 
access to the patient as a relation, possessed himself of the 
medical details, and set to work. Before long the patient 
was known to the press all over the world as “ the girl with 
the frozen smile,” and her progress was followed by thousands 
of sympathetic readers. Fortunately, she was a tough 
character and kept her head. Her progress was slow, but 
recovery was ultimately complete. Her smile unfroze, and 
the young man who welcomed her home became her husband 
with the happiest result. 


Fortunately most English people are too sensible to 
allow their minds to interfere with their bodies—their 
psychosomatic balance is good. But even the most 
seemingly balanced individuals sometimes suffer small 
lapses. I have known several young women who have 
completely recovered, and normally get through their 
work and ordinary life after operation without recourse 
to any drug. Yet they admit to sometimes taking a 
tablet of neostigmine on Saturday evenings, and further 
inquiry always elicits the admission that it is before 
they go to a dance. Their confidence and common sense 
demands just that additional support which their 
previous sufferings had forced into their consciousness. 


Residual Symptoms and Irreversibility 


Assessment of myasthenia gravis after operation also 
has to take account of another difficult feature of the 
disease which may be summed up by the term residual 
symptoms. Many patients classified in category A are 
completely symptom-free; but others might at first 
sight be regarded as still myasthenic, since there is a 
visible ptosis or on examination a demonstrable ophthal- 
moplegia. It is, however, notorious that some of the 
muscular weaknesses in myasthenia may become irre- 
versible. This is seen in its extremest form in a patient 
dying of the disease when all the muscles, including the 
respiratory muscles, have become quite unresponsive to 
neostigmine. Death follows from respiratory paralysis. 
But long before this, quite early in the disease, it is 
not uncommon to find that one or more ocular muscles 
do not respond to the drug. When the thymectomy 
has been followed by disappearance of all the other 
symptoms, the ocular palsy will persist, will still be 
unaffected by the drug, and is presumably to be 
attributed to a permanent change in the muscles. 
A patient may thus be genuinely non-myasthenic, though 
still complaining of diplopia. Sometimes they are found 
to be still taking neostigmine because of this, but the 
drug can be discontinued without making any difference. 
Another patient may be perfectly well except that she 
is conscious of some fatigability at her monthly periods. 
To that extent she may be called, if you wish to be very 
strict, myasthenic. But this is using the term in an 
academic sense. Clinically the patient is perfectly well 
and needs no treatment. It might be objected that, if 
this slight susceptibility exists, the patient might relapse ; 
but long experience has shown that, when patients 
have reached this stage of recovery, they do not in fact 
ever relapse. On the whole, as time passes, the patients 
tend to progress from category C to B and from B to A. 
A few have relapsed from C to D, and very occasionally 
from B to C, but never as yet from A to a lower category. 
The time factor in recovery is, therefore, very important. 
Sometimes recovery takes place very rapidly ; at others 
it may start quickly and then slow down, the full result 
not becoming established for months or even years. 

Residual symptoms and irreversibility may perhaps 
come to be explained on the basis of the changes in 
the muscles recently described by Prof. Dorothy Russell 
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to be sometimes widespread, with obvious diminution 
in the number of muscle-fibres. 

There are so many things of this kind in myasthenia 
that are difficult to explain, that it is easy to conclude 
that the thymus gland does not provide the whole 
answer. That is obviously true, but at any rate it takes 
us far enough to leave us in no doubt that the thymus 
provides a clue to be followed as far as is humanly 
and scientifically possible. 


Children 


During the early part of the investigation I was 
assured by several physicians of whom I inquired that 
myasthenia gravis did not occur in children. In this 
connection one of our patients who came to us rather 
fortuitously is an interesting object lesson. He came to 
New End Hospital about something quite different but 
one glance told my colleague, J. E. Piercy, that he 
probably had myasthenia gravis. He was persuaded 
to submit to an injection of neostigmine with obvious 
improvement. He was a man of 42 and he now recalled 
that he had always rather crawled through life; he also 
bethought him that as a boy he had had the same appear- 
ance; and finally he produced his own portrait showing 
the same myasthenic facies, at the age of 2. He sub- 
sequently had a thymectomy, from which he greatly 
benefited. Better late than never ! 

Another unexpected experience was being called into 
Great Ormond Street Hospital to see a child of 4/, that 
had been brought in apparently moribund from dyspnea 
and debility. Dr. Wyllie had never seen myasthenia at 
this age, but thought of trying an injection of neostigmine. 
The child immediately recovered, and was proved to 
have a severe degree of myasthenia. I performed a 
thymectomy, the symptoms quickly disappeared, and 
she has been quite well ever since, that is for nine years. 
Soon afterwards I was called again to Great Ormond 
Street to see a child of 2!/, who was even worse than the 
first one. She was deeply cyanosed and only semi- 
conscious. She also responded to neostigmine, and a 
thymectomy was attempted. On this occasion I certainly 
failed to remove the whole thymus gland, for after 
initial improvement she relapsed and she died a few 
weeks later. A second lobe of the gland, as large as the 
one I had removed, was found post mortem. 

I find that altogether I have now operated on 21 
children from the ages of 2'/, to 16 (see table). 2 of these 
patients died soon after operation—not, it appeared, 
from respiratory paralysis, but rather from cardiac 
failure. Nothing was found post mortem that could 
easily account for their deaths. These cardiac failures 
may perhaps be explained by the work of Burn 
(1953) who has shown that the rhythmic contractions 
of the heart muscle are due to the local production of 
acetylcholine ; it seems that the supply of acetylcholine 
may sometimes be deficient here too. 2 other children, 
including the one already mentioned whose death was 
due to my failure to remove the whole gland, died after 
an interval. 

Of these 4 children, 3 were extremely ill and would 
not have survived for long without surgical interference. 
One of them was so ill that we thought it best to give 
her a preliminary course of deep X-ray therapy to the 
thymus gland. X-ray treatment in general does not 
meet with much success in myasthenia gravis. For this 
child it was rather a last resort, and she did appear to 
improve considerably during a long course which was 
interrupted more than once because she seemed to be 
getting worse instead of better; but in the end she did 
improve enough to make us think the operation could be 
done with reasonable safety. In this we were dis- 
appointed. The 4th child, aged 6, who died more than 
a year after operation, was very mildly affected when it 


with a very different picture. 


[JUNE 12, 1954 1201 


THYMECTOMY FOR MYASTHENIA GRAVIS IN CHILDREN 


Severity Date of operation | Result 

16 | +++ June, 1944 | A 
44, | ++++ | November, 1945 | B 

February, 1946 | Died June, 1946 
15 +++ August, 1946 C(?B) 
14 | ++ | July, 1947 
16 + + January, 1948 A 
16'/, | May, 1948 A 

| December, 1948 Died postop. 
ae +++ November, 1948 B 

16 ++ | A 

16 +++ | March. 1949 Cc 

14 + April, 1949 A 

15 ++ | July, 1950 | A 

10 + December, 1950 A 
12"/, +++ | March, 1951 Died postop. 

7 + | April, 1951 | B 

16 ++ | May, 1951 A 

5 + | December. 1951 | A 

- ob | March, 1952 Died April, 1953 

+ | 9 9s | A 
12 +++ | September, 1952 B(?A] 


Summary of results: A, 11; B,4; C, 2; died, 4. 


was done, the symptoms being mainly ocular. In spite 
of this she became steadily worse and finally died of 
the disorder—a striking example of the vagaries of this 
extraordinary disease. An incident of this kind suggests 
that, even.if it is true that the thymus gland is responsible 
for initiating the disease, the process can sometimes 
still go on, after the responsible agent has been removed, 
until the abnormality becomes irreversible. 

The 17 children who survived fortunately present us 
11 of them are perfectly 
well (A) and 4 more have only minor residual signs (B). 
2 have experienced definite though not striking improve- 
ment. Over two-thirds, therefore, of this special category 
of myasthenic patient have completely recovered or 
almost so, most of them being beforehand extremely ill 
or obviously deteriorating. 5 of them were only mildly 
affected, but were submitted to operation because the 
physicians in charge regarded the disease in children as 
being usually progressive. 

It is now some years since we have seen any children 
in the very acute phase of the disease that I have 
described in the 2 seen at Great Ormond Street. It is 
certain, however, that others have died without being 
diagnosed as suffering from acute myasthenia gravis. 
A striking example was described by Dr. Alwyn Griffith 
(1949). From the details of the description it was clear 
to me that myasthenia was the cause of death, and 
Dr. Griffith fully agreed when I drew his attention to 
this probability. 

I hope the facts that I have given about these children 
are enough to convince even the most sceptical observers 
that thymectomy does have some influence on the course 
of the disease. It is difficult, for me at any rate, to 
believe that 15 of these 21 children would have had 
spontaneous remissions permanently of such degree if 
they had been treated only with neostigmine. 


Laboratory Findings 


It is now a good many years since attempts were first 
made to prove by laboratory experiment that the thymus 
was indeed an endocrine gland and was producing an 
active secretion responsible for the interference with 
the production of acetylcholine. It is ten years since 
Andrew Wilson, now professor of pharmacology at 
Liverpool University, working with Stonor (1954), showed 
that the serum of a myasthenic patient, when added to 
muscle-nerve preparations of a frog, could produce a 
block in neuromuscular transmission. This effect was 
not produced by serum from a normal individual and 
is not obtained with serum taken from a myasthenic 
patient under the influence of neostigmine. The same 
results were obtained using the sciatic-nerve/gastroc- 
nemius-muscle preparation of the cat, and similar 
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observations have been made by other workers in the 
same field. 

If, however, laboratory evidence was to be obtained 
to support the rationale of the operation of thymectomy, 
it was necessary to subject the thymus gland itself to 
suitable experiments. Over a number of years there- 
fore, I sent all the glands removed from myasthenic 
patients to Professor Wilson to use as he thought best. 
He first had to find a solvent which would extract the 
active principle, if it existed, from the gland without 
destroying it or altering its properties. This he achieved 
by having the fresh glands immersed in acetone during 
transit from the operating-theatre and for subsequent 
storage, and then by extracting them with acetone, the 
simplest and most innocuous solvent. By this means 
Wilson (1953) obtained an active extract which showed 
consistent evidence of a neuromuscular blocking action 
on a variety of biological preparations, including the 
phrenic-nerve/diaphragm of the rat, and the sciatic- 
nerve/gastrocnemius preparation of the cat and hen. 
The extracts have also been tested on small animals 
such as chickens and mice with a positive result. The 
activity of the extract he found to be closely connected 
with the clinical result of the operation—that is to say, 
the most potent extracts were obtained from the glands 
of those patients who had benefited most from the 
thymectomy. 

Wilson was careful not to claim that the thymus was 
necessarily the primary source of the active substarce, 
but admitted that it might be merely a storage organ 
for something produced elsewhere. This seems, however, 
to be unlikely in view of the great clinical activity 
associated with the epithelial tumour of the thymus, 
for in these patients the disease is usually particularly 
rapid in onset, severe in its manifestations, and fatal in 
its outcome. It is difficult to imagine an epithelial 
tumour acting in these circumstances merely as a 
reservoir. 

Professor Wilson has just informed me that he is 
satisfied now that he can produce not only paralysis in 
the muscle/nerve preparation of the cat and other species, 
but also a paralysis in animals which lasts up to twenty 
minutes after the intravenous injection of one dose. He 
also finds that thymus extract makes the muscle more 
sensitive to the effects of tubocurarine. He has used 
for some time the fostal thymus of the whale, for he 
finds that effects resembling those produced by extracts 
from the thymus of myasthenic patients are also produced 
by extracts from the foetal and infantile organ, though 
not from the thymus glands of normal adults. A film 
which he has made demonstrates the effects of thymus 
extract on chicks and mice in comparison with those 
of an injection of tubocurarine and decamethonium. 


Conclusion 


There are so many peculiar features in myasthenia 
gravis, and the disease is so variable, that too many 
second thoughts can lead to endless speculations, so that 
the mind becomes bemused with theory at the expense 
of facts. Let us, therefore, keep our gaze firmly fixed 
on what is definite—the fact that epithelial tumours 
of the thymus are usually associated with a specially 
virulent form of neuromuscular failure; that a large 
proportion of myasthenic patients are permanently and 
often completely relieved of their symptoms following 
thymectomy ; and that these thymus glands can be 
made to yield a potent extract which repeats on the 
laboratory bench the nerve-blocking effect ordinarily 
obtained with tubocurarine. Second thoughts, with 
these facts kept in view, have not persuaded me to doubt 
that the operation of thymectomy is indeed the best 
hope for the sufferers from one of the most distressing 
and humiliating diseases to which human flesh is heir. 
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POTASSIUM DEFICIENCY IN CONGESTIVE 
HEART-FAILURE 


THREE CASES WITH HYPONATRAMIA, 
INCLUDING RESULTS OF POTASSIUM 
REPLACEMENT IN ONE CASE 


J. H. Corr 
M.D. Yale 


LECTURER IN PHYSIOLOGY, THE MEDICAL SCHOOL, 
BIRMINGHAM 


H. L. MatrHews 
M.B. Manc., M.R.C.P. 


MEDICAL REGISTRAR, THE GENERAL HOSPITAL, BIRMINGHAM 


Reports of a low serum-sodium level (hyponatremia) 
and resistance to mercurial diuretics in chronic cardiac 
failure have been increasing in the last three years 
(Squires et al. 1951b). The syndrome develops from 
several months to several years after the start of con- 
tinuous mercurial therapy, and is usually first noticed 
when the patient ceases to respond with a diuresis to the 
administration of mercurials. The blood-urea level often 
rises, the serum-sodium level is low (105-125 m.eq. per 
litre= 240-290 mg. per 100 ml.), and the patients usually 
have hypochloremic alkalosis. Squires et al. have 
explained the hypochloremia as due to the excessive 
loss of chloride resulting from the administration of 
mercurials, but patients who have received ammonium 
chloride also have hypochloremia. Cdema and conges- 
tive failure can be severe despite the low serum-sodium 
level. There have not yet been any reports of the 
syndrome in patients not treated with mercurials. 

Clinically the patients often become confused and 
drowsy and have muscular weakness and cramps. The 
development of hyponatremia is thought to carry a 
serious prognosis. 

Squires et al. (195la) found by balance studies in 
cedematous patients with heart-failure that there was 
depletion of intracellular potassium and overhydration, 
and that diuresis led to a loss of cellular water and a gain 
of potassium by the cells. These patients were not 
hyponatremic. Iseri et al. (1952) found by direct tissue 
analysis a low intracellular potassium in cardiac and 
skeletal muscle of chronic cardiac patients, but they 
used necropsy material, and potassium is known to leave 
cells very soon after the death of the tissues (Winfield 
et al. 1951). On the other hand, Stock et al. (1951), using 
direct tissue analysis, found depletion of intracellular 
potassium in only 1 of 11 patients, none of whom, 
however, was seriously hyponatremic. 


Materials and Methods 


All the balance calculations were made as described by 
Gamble (1951) and Squires et al. (195la). The techniques 
of tissue analysis and calculations were those described 
by Darrow (1946). The constant diet offered to all the 
patients contained adequate calories and nitrogen and 
about 30 m.eq. of sodium, 25 m.eq. of potassium, and 
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Composition of muscle | 


Normal composition of muscle 


m.eq. per litre | m.eq. 
| Per litre of | | Per litre of 
ars Per 100 g. of fat-free |; | Per 100 g. of fat-free dry 
Day in | extra- | dry solids aud | solids | anegagpuee 
| | flui | | { 
Na | K | Na | K | (ml) | Na | co | K Na| ao | K! go | Nel 
| | (m. | (m. | (m. | (ml.)| (m. | (m (m. | (m. (m (ml.) | (m. | (m a.) 
|; €q.) | eq.) | eq.) | eq.) | eq.) | eq.) | ea.) | eq.) | "1 eq.) ae 
Case 1: | 40" | | | | | Cort and Matthews : | 
44 | 106-1) 73-2) 27-3 | +38-9| —31-2, +346 | | | 13-2 8:5 | 45:5 | 350 | 5-0 | 169 
| Previous workers :_ | 
45 | 107-3] 4-6|78-6| 23-6 |+34-2|-28-7| +315 | | | | 12-23 | 8-16 | 35-47 | 310-366 | 4-30 |145-200 
46 104-3 4-2 24-9 433-7 4221 | | 
47 | 106-2) 4:0 | 78-3) 22-1 | +31-9; +197 | 9-43 | 5-43 22-1) 397°; 6-39 | 66-6 | | 
Case 2 | | | | | | 
31 120-3) 4-9| 87-4) 28-3 |4+29-7|-26-2) +184 | | | | 
32 115-6} 5-9 | 80-2) 24-2 | +203 | | 
33 110-8 5-4 81-6) 23-7 | +28-4/—21-0) +228 | } | 
34 113-4) 5-1 82-3) 26-0 | +27-9/—-18-7) +141 1432 6-12! 26-9| 391, 18-61 84-1 | 
| | | 


* 327-7 intracellular +69-3 extracellular. 


about 40 m.eq. of chloride daily. The patients took a 
constant diet for three days before the electrolytes were 
measured on four successive days. Muscle biopsy, if any, 
was done on the last day of the balance study. 


Case-histories 


Case 1.—A male machine operator, aged 33, had three 
months’ progressive breathlessness, palpitations, loss of 
appetite, and muscular weakness, but no orthopnea, history 
of rheumatism, venous congestion, cedema, or cardiac enlarge- 
ment. His blood-pressure was 130/75 mm. Hg. 

On admission he was in a state of digitalisation, having 
recently received both digitalis and mercurials. 

Course.—Severe congestive failure with cedema had devel- 
oped by the thirteenth day in hospital, and ascites and oliguria 
by the eighteenth. ‘ Thiomerin’ and aminophylline reduced 
his ascites and cedema by the twenty-eighth day. Electro- 
cardiography showed right ventricular preponderance, 
depressed Rs T segments, flat T waves, a normal P-R interval, 
and ventricular extrasystoles. Diuresis fell off rapidly by the 
thirty-second day, and the serum-sodium level fell from 
136 m.eq. per litre a week earlier to 106 m.eq. per litre. The 
serum-potassium and serum-urea levels were normal, but the 
serum-chloride level fell to 75 m.eq. per litre. The blood-urea 
level rose from 25 to 38 mg. per 100 ml. On the forty-fourth 
day in hospital an electrolyte-balance study was started, 
with muscle biopsy on the forty-seventh day (table 1). The 
patient became more confused and weak during this period, 
and oral potassium was started as soon as the biopsy was 
done. He died suddenly next day, having received only 1 g. 
of potassium citrate. 


Necropsy revealed interstitial pneumonia and pulmonary 
fibrosis; and death was presumed to have resulted from 
right heart-failure. 


Case 2.—A married woman, aged 47, had a year’s history 
of epigastric and substernal pain, followed by angina and 
dyspnea. Ankle cedema and ascites appeared nine months 
later, for which she was treated with bi-weekly injections 
of ‘ Neptal.’ These continued until after admission to 
hospital. 

On admission there was severe congestive heart-failure 
with cdema. The blood-pressure was 185/115 mm. Hg. 
Electrocardiography showed an old posterior myocardial 
infarct. 

Course.—The patient’s response to mercurials fell off within 
the first fortnight. By the fourteenth day in hospital her 
blood-urea level had risen from 41 to 64 mg. per 100 ml. and 
her serum-sodium level had dropped from 136 to 122 m.eq. 
per litre. The rest of the blood chemistry was normal except 
for hypochloremia. Electrolyte-balance measurements were 
started on the thirty-first day, with muscle biopsy on the last 
balance day (table 1), after which potassium therapy was 
started. The patient died quite suddenly and unexpectedly 
on the fourth day of potassium therapy, with a rapid feeble 
pulse and shock. Electrocardiography on the last day of life 
showed no change from before, her serum-potassium level was 
normal, and her pulse remained normal until several minutes 
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before death. She had received only 10 g. of potassium citrate 
in four days. 

Necropsy revealed an enlarged heart and liver, with evidence 
of an old posterior myocardial infarct but no signs of fresh 
coronary thrombosis or pulmonary emboli. 


Case 3.—A married woman, aged 38, had had “ diphtheria’’ 
at the age of 8 years, but no history of rheumatic fever. She 
had had no disability until 1942, when dyspncea with occasional 
swelling of her ankles developed. In 1948 ascites appeared and 
she was admitted to hospital where the diagnosis of congestive 
heart-failure with cedema and ascites was confirmed. She had 
the signs of mitral stenosis and aortic incompetence, with 
doubtful tricuspid stenosis, presumed to of rheumatic 
origin. She had auricular fibrillation. At that time liver- 
function tests were normal, and the blood-urea level was 
20 mg. per 100 ml. There was no evidence of renal impairment. 
The patient was digitalised and has so remained, and injections 
of neptal 2 ml. twice a week were started. Since 1948 she had 
been in and out ofshospital for repeated aspirations of recurrent 
ascites. It is estimated that at least 1 litre of neptal had been 
given up to the end of 1953, during which time she had 
restricted her daily intake of fluids to two pints and had 
moderately restricted her intake of salt. On Oct. 29, 1953, 
she was readmitted to hospital in poor condition. By this 
time organic mercurial diuretics had ceased to be effective, 
despite the adjuvant use of ammonium chloride. 

On examination she had congestive heart-failure with gross 
ascites and a moderate right pleural effusion. There was 
auricular fibriJlation with an apical rate of 76 a minute. The 
heart was enlarged. The blood-pressure was 115/60 mm. Hg. 
The patient was cyanosed and required oxygen. 
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DAYS OF POTASSIUM THERAPY 


Partition of administered potassium during the course of therapy 
in case 3: total height of each histogram represents total intake of 
potassium both as potassium citrate and potassium chloride and in 
the diet. 
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TABLE I—BALANCE STUDIES IN CASES 1 AND 2 
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Investigations.—The urine contained no albumin or sugar, 
and its specific gravity was 1-026. Microscopy revealed 
occasional red blood-cells and epithelial cells. Liver-function 
tests were normal. The blood-urea level was 28 mg. per 
100 ml, Electrocardiography showed auricular fibrillation, 
with RST depressions due to digitalis. Electrolyte balance- 
measurements were started on the twenty-eighth day, and 
muscle biopsy was done on the last balance day (table m) 
before potassium therapy began. A second muscle biopsy 
was done forty-nine days later at the end of another balance 
study. Potassium therapy was begun with potassium citrate 
9 g. daily. Electrocardiograms were taken daily and the 
Q-T. values calculated. The serum-potassium level was 
determined at intervals (table 11). At no time was there any 
electrocardiographic evidence of potassium intoxication or 
deficiency. 

Progress.—The daily intake of potassium citrate was 
increased to 18 g. after eight days. The patient tolerated this 
higher intake of potassium without untoward effect. After 
twenty-three days she was changed to potassium chloride 9 g. 
daily ; this was later increased to potassium chloride 12 g. 
daily. After about ten days’ potassium therapy the patient 
greatly improved. She lost her orthopnea and _ peripheral 
cyanosis, and she required fewer pillows and no longer any 
oxygen. She could get out of bed and be active about the ward 
during the day. Her peripheral cedema subsided, and her ascites 
accumulated less quickly. She was discharged on a main- 
tenance dose of potassium citrate 2 g. daily. 


Results 


Table 1 shows the electrolyte balance and tissue analysis 
in cases 1 and 2. These patients were in consistent 
negative potassium balance and positive daily sodium 
balance. They had both recently finished mercurial 
diureses, and only case 2 had any peripheral cdema. 
The chloride space calculations showed that both patients 
were collecting extracellular fluid at the rate of 141-346 
mil. a day despite their hyponatremia. The serum showed 
a pronounced lowering of osmolarity (normal total base 
Na+K=150 m.eq. per litre) entirely because of low 
sodium and chloride levels. The serum-bicarbonate 
levels (expressed here as m.eq. per litre, the normal 
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range being 24-27) were normal. In the absence of 
accurate measurements of the pH of the serum an 
increased ratio of bicarbonate to chloride in the serum 
cannot be taken as indicating alkalosis. But, since the 
urine of these patients was more alkaline than usual 
(pH 6-9 to 7-4), with very little ammonia and titratable 
acidity, and since all the published cases of hyponatramic 
heart-failure in which reliable measurements of the pH 
of the serum were made appeared to show alkalosis, 
it was assumed that our three patients were also 
alkalotic. This assumption was further supported by 
the finding of a gross deficiency of potassium in all 
three. 

The composition of the biopsy specimen of striated 
muscle is expressed in tables 1 and u both as m.eq. per 
100 g. of fat-free dry solids and per litre of intracellular 
fluid as indicated by chloride space calculations. The 
extracellular and intracellular water in the biopsy speci- 
men is expressed as ml. of total water per 100 g. of fat-free 
dry solids. Our values for the composition of striated 
muscle (average of three healthy people) are shown in 
table 1 together with the values given by other workers. 
It can be seen that the biopsy specimens of muscle 
obtained from our patients showed extreme intracellular 
deficits of potassium and cellular overhydration, con- 
firming the findings of Squires et al. (195la). The amount 
of sodium per 100 g. of fat-free dry solids looks super- 
ficially normal; but, when correction is made for the 
hyponatremia, it appears that intracellular concentration 
may be high normal (case 1) or abnormally high (case 2). 
Since various ‘‘ normal’ intracellular-sodium values 
have been published, and since neither case 1 nor case 2 
could serve as their own controls, the question of changes 
in intracellular sodium will be considered in case 3, where 
there were two muscle biopsies, before and after potassium 
therapy. 


The initial balance study in case 3 (table m) showed 
results similar to those obtained in cases 1 and 2. Case 3 
was gaining about 30 m.eq. of sodium and _ losing 


Composition of muscle 


(m.eq. per litre) ;  (m.eq.) Urine | Volume | 
| of | | Per litre of 
Day ih : ____| extra- | Per 100 g. of fat-free dry | jntracellular | 
hospital | cellular solids fluid Remarks 
Na | Cl |HCO,| Na | K |Naex: Vener) Ne| K | Na] K | 
(m. (m, (m. | (ml.) (m, (m. 
eq.) | eq.) | eq.) “| eq.) | eq.) 


« 

28 | 30-:7|-—34-3| — | 590 | 

29 | 30-8 | —28-6 - | 583 | 

30 104-3: 6-0) 81-35 29-0 +31-0 —21-9 - | 599 | +212 
| | 

31 +30°5 410-1 594 

32 +7:8| 597 

33 601 

34 | + 30-6 +4:8 605 

35 +29-4, 47-9 709 

36 +28-7' +8-0 718 

37 +341) 4+40-3 720 

38 40-6 742 

39 ! 752 

40 [112-1 4-0, 88-2! 20-1 | +42-1 - | 745 14104 


: Paracentesis 
51 {118-6 6-0 95-3 | 20-2 | 


+18-7 +58-0 845 | 
57 | 120-2 6-0; 98-5; 19-9 | 863 +113-4 
58 | +15-6|+59-3) — 880 
59 | +12-4/+56-8) — 850 
65 (140-3 6-7 106 28-6 
Paracentesis 


71 |142-5' 5-8) 113 | 26-7 | 
75 |141-0! 4-7| 107 | 27-8 


+108) 4+40-1 9:33 830 

+361, 13-42) 1075 | 
+4-0/4+28-6| 9-82) 872 | 
142-0 58 +41) +208) 890 | +27 


* 382-7 intracellular + 74-3 extraceHular. 


_ Failure, confined to bed 
}16-71, 18-78) 6-05 457* | 23-4 | 48-0 | 


| Potassium citrate 9 g. 


| Potassium citrate 18 g., 
less cedema, cyanosis 
decreased, up and 
about ward 


Potassium chloride 9 g. 


| Potassium chloride 12 g. 


10:77, 40-8; 9-1 5-63 179 


¢ 289 intracellular +77 extracellular. 
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22-37 m.eq. of potassium daily. Muscle biopsy at the 
end of the balance study showed a severe intracellular 
deficit of potassium and overhydration, with a high value 
of intracellular sodium. If the muscle mass is about 80% 
of the total body mass, the total deficit of potassium 
is about 800 m.eq. As soon as potassium therapy was 
started, the patient went into positive potassium balance 
but continued to collect sodium at her previous rate. In 
view of the large deficit of potassium, a positive potassium 
balance of less than 10 m.eq. daily for the first week was 
surprising. Black and Milne (1952) and Fourman and 
Ainley-Walker (1952) have shown that repletion of 
potassium deficits is usually more striking; but they 
were studying healthy people who were depleted 
of potassium by a gastro-intestinal rather than 
a renal route. At the start of repletion of potassium 
case 3 was collecting extracellular fluid at the rate 
of 212 ml. a day, and both urine and feces were 
sodium-free. 


At the end of seven days’ potassium therapy she showed 
no signs of potassium intoxication (pulse-rate and electro- 
cardiogram unchanged), therefore her intake of potassium 
was raised to 103 m.eq. daily. She immediately went into 
a more strongly positive potassium balance and decreased 
the rate of sodium collection. The volume of urine 
increased from 500-600 ml. to 700-800 ml. a day, although 
both urine and feces were still sodium-free. The rate of 
accumulation of extracellular fluid was reduced to 104 ml. 
a day. The serum-sodium level rose to 112 m.eq. per 
litre, and the patient began to improve clinically. 
Although she lost her peripheral cedema, ascites was still 
accumulating and she had to be drained. 


When her intake of potassium was increased to 144 
m.eq. a day, her positive potassium balance increased, 
her positive sodium balance decreased, the volume of 
her urine increased to 800-900 ml. a day, her serum- 
sodium level to 140 m.eq. per litre, and her serum- 
chloride level to 106 m.eq. per litre. 


Her potassium intake was raised to 200 m.eq. a day 
three days before the last balance study. This produced 
completely normal serum chemistry, her positive sodium 
balance fell to 4 m.eq. a day, and her positive potassium 
balance fell to 20 m.eq. a day, indicating that she was 
becoming saturated with potassium. Since the balance 
was not studied throughout the repletion period, the 
cumulative potassium balance is not known, but it can 
be estimated that the patient retained about 800-900 
m.eq. of potassium. At the end of the balance study 
only 27 ml. of extracellular fluid was accumulating daily, 
and, most important of all, sodium appeared in the urine 
for the first time in eighty days, amounting to 8-13 m.eq. 
a day. The daily volume of urine reached more than | 
litre for the first time in eighty days. Biopsy at this time 
showed muscle of normal composition, revealing that 
potassium repletion had increased the intracellular 
potassium and lowered the intracellular sodium and 
water. The intracellular total base increased considerably, 
while the amount of extracellular water in muscle 
remained the same. This latter observation indicates 
that the positive sodium balance went into the formation 
of ascites during potassium repletion. 


The accompanying figure shows the daily partition of 
ingested potassium (represented by the total height of 
each column) into fecal and urinary excretion and 
retained portions in three balance studies during therapy 
It shows that (1) in the presence of a renal loss of potas- 
sium a high intake of potassium for one or two weeks 
was necessary to establish a significantly positive 
balance; and (2) in the absence of significant renal 
failure (which often accompanies congestive heart- 
failure) the potassium that was not retained was excreted 
in the urine, protecting the patient to some degree against 
potassium intoxication. 
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Discussion 

It must be emphasised that cardiac patients with 
hyponatremia and resistance to mercurial diuretics are 
extremely ill and liable to die suddenly. Because of this, 
oral potassium therapy was started at a relatively low 
level, and maintained at this level long enough to make 
quite sure that there was no chance of potassium intoxi- 
cation. During treatment bradycardia, prolonged? 
values with raised Tt waves in the electrocardiograms, and 
a raised serum-potassium level were looked for. In the 
absence of any of these signs after several days on a 
given dosage, it was felt safe to increase the potassium 
intake. The importance of this careful procedure and 
the firm establishment of potassium deficiency before 
starting potassium therapy cannot be overemphasised. 

It is well known that patients accumulating oedema 
excrete little or no sodium in their urine. In the presence 
of a relatively normal anion excretion, increased excretion 
of cations other than sodium would result. If some potas- 
sium loss is sustained because of this and alkalosis results 
(Black and Milne 1952), or if mercurial diuretics have 
produced alkalosis (Squires et al. 195la), the excretion 
of urinary titratable acidity and the formation of urinary 
ammonia would be inhibited (Pitts 1950). This in turn 
would accelerate the loss of cations other than sodium, 
ammonia, and hydrogen ion. Therefore the combination 
of a lack of sodium excretion and alkalosis might well 
lead automatically to potassium depletion. The fact 
that extreme potassium depletion has been observed 
in patients who have had vigorous mercurial therapy 
suggests that mercury may play some part in accelerating 
this mechanism, either at a renal tubular level or perhaps 
even directly at a celfular level. There was some increase 
in intracellular sodium, and a possible mechanism for this 
has been discussed by Cooke et al. (1952). 

We have also confirmed the observation of Squires 
et al. (1951b) that there is gross overhydration of cells in 
this syndrome.” It appears difficult to attribute this 
to increased cellular osmolarity, and an alternative 
mechanism involving water extrusion from cells 
has been suggested by Robinson (1950) and Deyrup 
(1953). 

The presence of any degree of renal insufficieney will 
complicate any attempt at potassium therapy, because 
of the increased danger of the accumulation of extra- 
cellular potassium before potassium is transferred into the 
cells. This Should be taken not necessarily as a contra- 
indication to therapy but as a reason for even more 
caution than would otherwise be required. 

A low intracellular potassium content or, for that 
matter, any intracellular electrolyte disturbance cannot 
be considered as an isolated abnormality. Potassium is 
bound in part to glycogen and protein within the muscle- 
cell, and an electrolyte abnormality will probably indicate 
a more widespread biochemical disorder. An intracellular 
potassium deficit will not ensure a rapid uptake of 
administered potassium by cells, and the absence of a 
strongly positive potassium balance immediately after 
the start of potassium therapy does not indicate the 
absence of intracellular potassium deficiency (Black and 
Milne 1952). 

A most significant feature was the appearance of 
sodium in the urine as the saturation point of cellular 
potassium was approached. This may have been merely 
because of the rise of serum-sodium level as potassium 
displaced sodium in the cells, but it must be noted 
(table 1) that the serum-sodium level rose one or two 
weeks before sodium excretion began. We are inclined 
to the view that this excretion was due to more than 
the mechanical result of increased sodium filtration at the 
glomerulus. The sodium excretion was well correlated 
with the dramatic fall in the rate of accumulation of 
extracellular fluid (chloride space). The dietary intake of 
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sodium does not affect the response, since there was no 
change in the sodium intake during the development 
of and the recovery from hyponatremic failure and 
potassium deficiency. 

At no time did these patients show the usual electro- 
cardiographic signs of potassium depletion. Digitalis 
effects could have masked these, but it remains to 
be seen what correlation such changes have with 
intracellular levels of potassium in cardiac muscle. 

A low serum-sodium level does not necessarily mean 
sodium depletion, and, if edema is present, the amount 
of total body-sodium may be abnormally great. The 
administration of sodium to hyponatremic patients not 
excreting sodium will do little more than increase the 
oedema. 

Squires et al. (1951b) found that congestive failure 
without depressed serum-sodium levels could also involve 
potassium deficiency. Hyponatremia appears to be an 
end-stage of a prolonged loss of potassium either compli- 
cated or caused by the administration of mercurials, and 
it is more than likely that potassium deficiency plays a 
part in the clinical picture of congestive failure and 
masks the true extent of debility caused by hemodynamic 
insufficiency alone. The question may be raised whether 
attention to potassium balance should play a more 
important part in the treatment of congestive failure. 
Case 3 seems to show that considerable clinical improve- 
ment may result from correction of potassium imbalance. 


Summary 
Three patients with congestive heart-failure, resistance 
to mercurial diuretics, and hyponatremia were submitted 
to electrolyte balance studies and electrolyte tissue 
analysis of muscle-biopsy specimens. 
These studies showed a large deficit of potassium and 
overhydration in the cells. The sodium content of the 
cells was also probably increased. 


One of these patients was treated with a high-potassium 
intake and the maintenance of digitalisation but no 
mercurials. Balance studies were continued during 
therapy, and a second muscle biopsy was done fifty days 
after the first. Potassium therapy was associated with 
the following changes: the electrolyte and water com- 
position of muscle was completely corrected, edema was 
decreased, cyanosis disappeared, there was considerable 
clinical improvement, hyponatremia was corrected, and 
sodium began to be excreted in the urine. 


The réle of potassium depletion in the clinical picture 
and in the treatment of congestive failure is discussed, 
and its possible significance in the development of 
hyponatremia is pointed out. 


We wish to thank Prof. W. M. Arnott and Dr. O. Brenner, of 
the Queen Elizabeth Hospital, Birmingham, and Dr. D. R. 
Humphreys, of the General Hospital, Birmingham, for their 
interest and codperation; Mr. G. R. Yarwood, F.R.c.s., and 
Mr. R. W. Tudor, F.Rx.c.s., for the muscle biopsies ; and Mr. R. 
Keeler, s.sc., and Mr. P. Dawson for invaluable technical 
assistance, 
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SYNDROMES OF RHEUMATOID 
ARTHRITIS 


G. D. KersLey 
T.D,,. M.D. Camb., F.R.C.P. 


DIRECTOR, RHEUMATISM RESEARCH UNIT, ROYAL NATIONAL 
HOSPITAL FOR RHEUMATIC DISEASES, BATH 


RHEUMATOID arthritis may begin in many ways. Of 
particular interest in a recent series of 750 cases were 
those of hyperacute, monarticular, and episodic onset 
and those that began and progressed for years with 
complete absence of pain. 


Acute Arthritis 

In 38 of the 750 cases the onset of rheumatoid arthritis 
was so acute as to resemble rheumatic fever. In 10% of 
the whole series a past history of rheumatic fever was 
given. The attacks often followed within two weeks of 
a throat infection, but in only 1 did rheumatic carditis 
deveiop, and each progressed later into typical rheumatoid 
arthritis. 


Case 1.—A man, aged 25, developed acute rheumatism and 
pericarditis after a sore throat, and four months later multiple 
evanescent nodules appeared, together with mitral and aortic 
disease. Gradually wasting of the interossei became apparent, 
and radiography showed generalised osteoporosis. Biopsy cf 
a nodule showed a picture rather intermediate between that 
usually seen in rheumatic fever and that of rheumatoid arthritis 
(fig. 1). The patient eventually died of congestive heart-failure 
eight months after the onset of the illness. No necropsy was 
done. 

A second case developing carditis has since been seen. 
After a typical onset of rheumatoid arthritis at the age 
of 29 there was a gradual remission, and then, after 
an acute episode eight years later, mitral stenosis and 
aortic disease appeared. The normality of the heart 
before the acute episode was agreed after full cardiological 
examination. 

An acute onset immediately introduces the differential 
diagnosis of rheumatic fever, gout, gonococeal arthritis, 
and septic arthritis. In gout (see below, under ‘‘ Episodic 
Rheumatoid Arthritis ’’) the diagnosis is not likely to be 
long in doubt, but the therapeutic test with colchicine 
will help, except in the occasional case where both gout 
and rheumatoid arthritis coexist. In gonococcal arthritis 
and septic arthritis the therapeutic use of antibiotics 
will assist in diagnosis. Only in the differential diagnosis 
from rheumatic fever in adults may serious difficulty 
arise when salicylates fail and no past history of juvenile 
rheumatism has been elicited. 

Rheumatic fever in younger people is often followed 
by rheumatic pains and minimal periarticular swelling, 
and by occasional acute episodes in later life. Such cases 
seldom progress to true rheumatoid arthritis (Kersley 
1939), but there are exceptions—e.g., case 1. 

The cardiological picture in rheumatoid arthritis is 
still confused. Clinically heart lesions in any way resem- 
bling those of rheumatic fever are uncommon in rheuma- 
toid arthritis, but at necropsy lesions resembling those 
of rheumatic fever are found in a high percentage of cases 
(Bayles 1943, Fingerman and Andrus 1943, Rosenberg 
et al. 1943). Jonsson (1952) on careful clinical cardio- 
logical examination found some heart abnormality in 
30% of rheumatoid arthritics compared with 8% of 
controls. 

Though rheumatoid arthritis and rheumatic fever are 
normally quite distinct, being completely different in 
clinical course, cardiological complications, prognosis, 
and therapy, occasional borderline cases should make 
us wary of regarding them as separate entities. 


Monarticular Cases 


When only one joint is involved, the differential 
diagnosis from tuberculosis must be considered. In 11 
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Fig. |—Section of nodule from case I, clinically and histologically borderline between 


rheumatoid arthritis and acute rheumatic fever. 


cases this question was raised at some stage of the disease. 
The erythrocyte-sedimentation rate (E.S.R.) was some- 
what increased in all these cases. 2, after a lag of a year, 
developed signs in other joints and became typical 
rheumatoid arthritis. In 2 the diagnosis was proved to 
be rheumatoid arthritis by biopsy, and 1 developed into 
ankylosing spondylitis. In 2 a tuberculous focus in the 
synovial membrane was discovered. In the remaining 4 
cases the diagnosis has not been proved, but they are 
thought to be oligarticular rheumatoid arthritis. 


Case 2.—A woman, aged 28, was diagnosed 
as having a tuberculous right knee at the age 
of 14—this was arthrodesed. At the age of 17 
the right elbow became painful, was con- 
sidered to be tuberculous, and was allowed to 
stiffen. At the age of 27 the left knee became 
swollen and slightly painful. The £E.s.R. was 
80 mm. in | hr. and hemoglobin 72%. Radio- 
graphs were reported as showing arthritis, 
either rheumatoid or tuberculous. 

Operateon and Findings.—A synovial biopsy 
specimen was typical of rheumatoid disease. 
On synovectomy the synovial membrane was 
found to be hypertrophied and there were early 
articular erosions at the synovial fringes. Histo- 
logically the synovial reaction was, in general, 
that of active rheumatoid arthritis. There was 
villous proliferation, fibrosis, and thickening of 
the synovia, with Allison-Ghormley foci. There 
were, however, small foci of early necrosis 
and epithelioid reaction, in one of which a 
giant cell was found, these foci suggesting 
tuberculosis (fig. 2). No acid-fast bacilli were 
found. 

Follow-up.—The result’ of the synovectomy 
was satisfactory, and after the usual post- 
operative manipulation a good range of pain- 
less movement has been obtained a year after 
the operation. The E.s.R. is 16 mm. in 1 hr., 
and the patient feels fit and maintains her 


Fig. 3—Section of synovial membrane from case 3, diag das rh 


improvement in spite of going out to work 
and running her home. For the last three 
months, however, she has had slight pain, 
stiffness, and minimal swelling of the proximal 
interphalangeal joints of the second right and 
third left digits of the hands. Radiography 
shows no abnormality. 


Case 3.—A man, aged 25, developed slight 
pain and swelling of the left elbow at the age of 
15 and had had only 20° of movement since. 
A year later his left knee became painful and 
swollen, and then gradually improved, though 
it swelled up again on any strenuous exertion. 
Gold therapy seemed to help the condition. 
At the age of 24 the E.s.R. was 21 mm. in 1 hr., 
and radiographs were reported on as * arthritis, 
pathology doubtful.” The condition was con- 
sidered to be rheumatoid, and surgery decided on. 

Operation and Findings.—The head of the 
ulna was removed and found to be severely 
eroded, and its synovium hypertrophied and 
pallid. Synovectomy was done at the same 
time on the knee, and here there was polypoid 
proliferation of the synovium, with pannus 
invading the femoral cartilage. The condition 
was still considered by the orthopedic surgeon 
to be rheumatoid, but microscopy showed that 
the: whole of the cartilage of the radius had 
been replaced by inflammatory fibrous tissue 
containing fibrinoid, and there was one large 
tuberculous focus. The synovial membrane of 
the knee showed many tuberculous foci with 
giant cells (fig. 3). Both knee and elbow were 
submitted to fusion operations. Since then 
there has been no pain, the patient’s general con- 
dition has improved, and he has gained 3 stone 
in weight ; and his E.s.R. is now | mm, in | hr. 

Some monarticular cases in children and 
in adults are undoubtedly rheumatoid 
arthritic, as proved by surgery and by 
the subsequent course of the disease, but occasionally 
biopsy shows a few typical tubercles when rheumatoid 
arthritis has been diagnosed with considerable confidence. 
It is very important in this connection to remember 
that microscopy of a small biopsy specimen may be 
extremely misleading. 

Poncet (1902) described ‘‘rhumatisme tuberculeuse,”’ 
and Copeman (1936) has reviewed the subject in the light 
of modern thought. Tuberculous rheumatism is usually 
divided intd two types ; acute (very similar to rheumatic 


toid arthritis, but 
histology showing definite tubercles. 
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Fig. 2—Section of synovial membrane from case 2, diagnosed first as 
tuberculous and then as rheumatoid. Histology mainly of rheumatoid 


type with one small focus of necrosis and one giant cell suggesting 
tubercle. 


fever) and chronic (resembling rheumatoid arthritis). 
Suggested criteria for the diagnosis of tuberculous 
rheumatism are atypical rheumatoid arthritis, with a 
strong family history of tuberculosis ; hypersensitivity 
to tuberculin; fever; fatigue; and, possibly, definite 
tuberculosis in a joint. It has been thought by some 
workers that a chronic leakage of toxic material may 
produce inflammation in a sensitised joint—-possibly in 
the same way as rheumatoid arthritis is said to arise 
after gonorrhoea, when the joint shows no signs of specific 
infection. Fletcher (1951), however, on biopsy and joint 
culture of 5 cases of rheumatoid arthritis with active 
tuberculosis, found no evidence of tuberculosis in the 
joints examined. Moreover Dickson (1936) pointed out 
that, in true tuberculosis of joints, more than three joints 
are affected in 5% of cases. Ropes and Bauer (1953), 
from examinations of synovial fluid from tuberculous 
joints, found that the lowered sugar content was one of 
the most striking differences from rheumatoid fluid, but 
even the sugar level was normal in 4 of 24 fluids. The 
viscosity was often a little lower, and there were more 
red cells, in many tuberculous fluids, but neither of these 
findings was in any way pathognomonic. In their series 
21 of 28 gave a positive guineapig test, and all of 13 cases 
in which biopsy was done gave histological evidence of 
tuberculosis. These results were, however, in clear-cut 
tuberculous conditions rather than in early doubtful 
cases. There seem to be two distinct problems; the 
differential diagnosis of monarticular rheumatoid arthritis 
from tuberculosis, and the possible interrelationship of 
tuberculosis and rheumatoid arthritis. In this connection 
we should recall the effect of tuberculosis on experimental 
allergy, its possible effect as a stress factor, and the 
suggested interrelationship of silicosis, tuberculosis, and 
rheumatoid arthritis in Caplan’s (1953) syndrome. When, 
however, tuberculous and rheumatoid foci appear side 
by side in the same joint, it is difficult to avoid the 
conclusion that the situation may not be fortuitous, and 
that the ‘‘ rheumatoid ”’ reaction may in some cases be 
due to some non-specific reaction of the joint to a 
sensitisation to tubercle. 


Episodic Rheumatoid Arthritis 

The episodic onset of rheumatoid arthritis raises the 
differential diagnosis from gout, palindromic rheumatism, 
and intermittent hydrarthrosis. The diagnosis from gout 
does not stay long in doubt, except where both conditions 
coincide. 

In the present series 13 cases were episodic and could 
be subdivided into three groups: (1) in 3 males radio- 
graphy and a raised plasma-uric-acid level suggested 
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gout, but concomitant rheumatoid arthritis was proved 
by biopsy ; (2) in 5 cases the E.s.R. and the radiographic 
appearances were persistently normal, and in 1 other the 
E.S.R. was raised on one occasion out of four examina- 
tions ; and (3) in the remaining 4 cases there appeared 
to be definite rheumatoid exacerbations with almost 
complete remissions lasting on an average about a month. 

When gout and rheumatoid arthritis are combined, 
both diagnosis and treatment are difficult. 


Case 4.—A man, aged 51, had for two years had acute 
attacks of pain and swelling’ in his feet, ankles, and index 
finger, followed by complete remissions. He appeared to 
improve both on colchicine and on gold. Both his £.s.R. and 
plasma-uric-acid level were raised. Radiography suggested 
gout, but synovial biopsy showed typical rheumatoid arthritis. 
Gradually the remissions became less complete and the 
rheumatoid picture became apparent. 

It is, however, the differential diagnosis from palin- 
dromic rheumatism and hydrarthrosis that is really 
difficult. 


* Case 5.—A girl, aged 18, had developed at the age of 10 
pain and swelling of her right knee for about a week ; this 
recurred each year till the age of 16. Radiographs were 
persistently normal. The £.s.R. in 1946 was 3 and 5 mm. in 
1 hr., in 1950 32 mm. in | hr., and in 1953 again normal 
—8 mm. in | hr. For two years there had been no symptoms. 


Case 6.—A woman, now aged 53, had had rheumatic fever 
at the age of 17 and then remained well until the age 49. She 
then, after hysterectomy, began to have attacks of severe pain 
and swelling in her left knee, lasting about twelve hours every 
twelve days. This condition persisted for two years. The 
E.S.R. and radiographs were normal. 

Treatment.—Synovectomy cured the local condition. The 
synovial membrane was typical of rheumatoid arthritis. 
Shortly after the operation attacks of pain and swelling began 
in the right knee, occurring again every ten to twelve days 
and lasting three days. These attacks were completely con- 
trolled on two occasions by courses of chrysotherapy, relapse 
occurring when gold was withheld. During the last course 
dermatitis ensued, prohibiting further chrysotherapy. Sodium 
gentisate 10 g. daily and ‘ Mobilene’ (diacetyl-pyrocatechol) 
2-5 g. daily both seemed to reduce the severity of the attacks. 
Procaine injected into the joint had no effect; nor had a 
course of phenylbutazone 600 mg. daily. Cortisone 100 mg. 
daily for two weeks did not prevent the attacks, but they 
were less severe. Corticotrophin 50 mg. aqueous solution and 
50 mg. gel at the onset of an attack and thereafter 50 mg. gel 
daily eased but did not prevent an attack or hasten its 
resolution. Intra-articular hydrocortisone 50 mg., however, 
cut short an attack within an hour. 

Follow-up.—Now, seven years after the onset of the condi- 
tion, at the age of 56, radiography shows only slight osteo- 
arthritic changes, and the E.s.R. is only 4 mm. in | hr. 


Palindromice rheumatism, first described by Hench and 
Rosenberg (1941), consists in recurrent attacks of 
articular and para-articular inflammation lasting hours 
or days, with complete resolution, no constitutional 
disturbance and, even after hundreds of attacks, no 
residual radiographic or pathological abnormalities. The 
joint changes are those of acute inflammation with 
polymorph reaction. Wolfson and Alter (1948) collected 
52 published cases, but some of them did not meet all the 
above-mentioned criteria. Men and women were affected 
in equal proportions, and the age-distribution was from 
13 to 68. Bywaters (1949) described 3 cases resembling 
palindromic rheumatism but exhibiting some features of 
rheumatoid arthritis or of generalised lupus, and he 
remarked that ‘‘ pigeon-holing . . . is a necessity for the 
clinician in his general craft but a hindrance in the pursuit 
of truth.’’ Boland and Headley (1949) claimed that 
chrysotherapy was beneficial. Two somewhat similar 


syndromes are the angioneural arthrosis of Solis-Cohen - 


(1914) and the allergic arthritis of Kahlmeter (1939). 
Intermittent hydrarthrosis, described by Perrin (1845), 
is distinguished by the regularity of the recurrence of the 
arthritis and by the fact that usually only one or two 
joints are affected. Ropes and Bauer (1953) found the 
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synovial 
fluid simi- 
lar to that 
seen in 
mild rheu- 
matoid 
arthritis, 
contain- 
ing fewer 
red cells 
and poly- 
morphs 
than are 
seen in the 
average 
rheuma- 
toid fluid. 
Cohen 
(1948) 
states that 
it may 
eventually 
progress to 
a typi- 
cal rheu- 
matoid condition. 

Episodic rheumatoid arthritis is difficult both to 
diagnose and to treat, but gold is well worth a trial ; 
synovectomy may be considered, and hydrocortisone 
may be used to terminate an episode. 


Fig. 4—Wrrists and hands which have been swollen for 
16 years with complete absence of pain (case 7). 


Arthritis Without Pain 


In 5 of the 750 cases the rheumatoid arthritis was 
painless. In each case, as might be expected, there was 
gross destruction of bone and joint but no evidence of 
any neurological disease. Apart from the lack of pain 
the lesions appeared typical in every way. In 2 cases 
where the painless arthritis had been confined to the 
wrists and hands, pain developed twenty-four and sixteen 
years later, when the ankles became involved. 

Case 7.—A man, aged 57, had had grossly swollen wrists 
(fig. 4) for sixteen years but had continued to work as a 
carpenter without any pain. For a year painful swelling of the 
ankles had been present, the wrists still remaining painless. 
The E.s.R. was 58 mm. in 1 hr. Radiography showed gross 
rheumatoid destruction of the wrists, and biopsy a typical 
rheumatoid synovial membrane. 

Case 8.—A man, aged 50, had had an increasing number 
of rheumatoid nodules on his fingers (fig. 5) since the age of 
19. Only for a year had he had any pain, which had then 
developed in his hands, feet, and knees. His E.s.R. was 35 mm. 
in 1 hr. 


Whether the absence of pain can bear any relationship 
to rheumatoid lesions of the perineurium, as described 


Fig. 5—Rheumatoid nodules, gradually increasing in number for thirty 
years, with complete absence of pain until last twelve months. 


by Morrison et al. (1952), seems very doubtful. In our 
cases several painless joints were present at the same 
time, and yet there was no obvious neurological lesion. 

The variation of degree of pain experienced with 
swollen joints has previously been noticed in gonococeal 
arthritis (Kersley and King 1942) and seems to be out 
of proportion to normal variability of pain sensitivity. 
The occurrence of pain in 2 cases later when further 
joints were involved certainly rules out any question of 
the general threshold of pain playing any major part in 
this phenomenon. 

Summary 


Of 750 cases of rheumatoid arthritis in adults 38 began 
so acutely that rheumatic fever was considered in the 
differential diagnosis. Only 1 developed carditis resem- 
bling that of rheumatic fever. 

In 11 monarticular cases the diagnosis of tuberculosis 
arose, and in 2 of them small tuberculous foci were found 
rather unexpectedly in the synovial membrane. 

13 cases were episodic. Their diagnosis and treatment 
is discussed. 

5 cases progressed for years without any pain, but 2 
of them developed pain twenty-four and sixteen years 
later with a subsequent exacerbation of arthritis. 
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VOMITING AND REGURGITATION 
DURING ANASTHESIA 


E. J. O’MULLANE 
M.B.N.U.I., D.A., F.F.A. R.C.S. 
REGISTRAR, DEPARTMENT OF ANASTHETICS, ST. THOMAS’'S 
HOSPITAL, LONDON 


VomITING has been defined as the forcible expulsion 
of stomach-contents into the pharynx. Physiologically, 
the’ mechanism of vomiting consists in a series of 
coérdinated movements as a result of which a relaxed 
stomach is squeezed between the descending diaphragm 
and contracting abdominal muscles (Best and Taylor 
1950). This mechanism is governed by a centre in the 
medulla, which may be influenced by impulses arising 
in the stomach or any other viscus, or in practically any 
region of the body. It may also be excited by substances 
carried in the blood-stream. The centre maybe depressed 
by general anesthetics, and the peripheral mechanism 
paralysed by relaxant drugs. 

Regurgitation, on the other hand, may be regarded as 
a passive process (Morton and Wylie 1951) depending 
entirely on differences of hydrostatic pressure between 
the stomach and the pharynx. Thus, if the patient is 
in a head-down position and the cardia and the circo- 
pharyngeal orifices are open, any fluid in the stomach 
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will flow into the pharynx. Morton and Wylie therefore 
advocate that the foot-down tilt be adopted before 
inducing anxsthesia with thiopentone and muscle- 
relaxants in patients whose stomachs may not be empty. 
Presumably the assumption is that the hydrostatic 
pressure within the stomach is insufficient to force the 
stomach contents, against gravity, up to the level of 
the vocal cords when the abdominal muscles and the 
diaphragm are paratysed. 

The present investigation was undertaken to test the 
safety of the above technique and to study the mechanism 
of vomiting and regurgitation during anesthesia. 


Method 


The investigation was made on conscious volunteers 
and on patients undergoing anesthesia for various 
operations. ‘ Polythene’ tubes 1-2 mm. in diameter 
were passed into the stomach in the conscious 
volunteers and in the patients after anesthesia had been 
induced. A slow steady flow of saline was maintained 
through these tubes to prevent blocking. Pressure 
recordings were made directly on a water manometer, 
or by a tambour on a moving drum. The necessary 
adjustments were made for differences in hydrostatic 
levels and for resistance to the flow of saline. d-Tubo- 
curarine chloride and succinylcholine chloride were the 
relaxant drugs ; hexamethonium bromide and ‘ Arfonad’ 
trimethylene 
thiophanium d-camphor sulfonate] were used as ganglion- 
blocking agents. The cardia was infiltrated with 1 : 1000 
amethocaine hydrochloride from within the abdomen ; 
this was deposited in the subperitoneal area of cardia and 
esophagus. Saline solution was used in all cases to fill 
the stomach to the extent of 500-1000 ml. 


Results 
FACTORS AFFECTING INTRAGASTRIC PRESSURES 


The accompanying table shows average readings of 
gastric tone expressed in cm. H,O in two groups of people : 
(1) those with distended abdomens—e.g., due to gravid 
uterus—in the supine position; and (2) those with 
concave abdomens in the supine position. 

The intragastric pressures contrast strongly in the 
two groups, and are also affected differently by anxs- 
thesia, relaxants, and posture. The table shows the 
enormous increase in the intragastric pressure obtained 
in group 1 (people with distended abdomens) by the 
adoption of the lithotomy position. In group 1, when 
totally paralysed, patients showed very little drop in 
pressure on the adoption of 20% foot-down tilt, and in 
one full-term pregnancy the pressure did not drop below 
10 cm. H,0. 

FACTORS AFFECTING CARDIA 


Muscle Relaxants.—-Nine patients were anwsthetised 
with small doses of thiopentone (250-500 mg.) and full 
doses of muscle-relaxant. After the trachea had been 
intubated with a cuffed endotracheal tube, the stomach 
was filled with 500-1000 ml. of saline solution. Pressure 
was applied to the abdomen with sandbags so that a 


AVERAGE READINGS OF GASTRIC TONE (CM. H,0) 


| | | 
Light | Deep | 


anres- anzes- 
thesia thesia 


Total paralysis 


Group Awake 


Supine 
Foot- 
down 20% 
delenburg 
Lith 
otomy 


20° Tren- 


1 ‘From From From | 
{ten to +18 +2 to +18) +5 to 415 
people) | } 


From 
(twelve -2 to 
people) | 


|. From | | 
+5 |~-2 to +5 +3 | 


constant intragastric pressure of 15-20 cm. H,O was 
maintained throughout the experiment. The tube was 
withdrawn from the stomach. The patient was tipped 
head-down, the pharynx and upper csophagus were 
sucked dry, and the table was levelled again. The 
subjects were then ventilated for 3-5 minutes, after 
which the table was again tipped and the pharynx and 
upper cesophagus were examined for the presence of 
saline solution; in no case was any detected. Saline 
solution was now aspirated from the stomach to confirm 
that it had not emptied during the experiment. 

Three patients underwent cesophagoscopy after these 
observations, and no fluid was seen in the csophagus 
until the cardia was broached (see below). A number of 
other patients underwent laparotomy for various reasons, 
yet the surgeons could not empty the gastric contents 
into the asophagus by magual compression of the 
stomach. The intragastric pressure recorded in one of 
these patients amounted to 19 em. H,O—a figure which 
is well above the highest pressure recorded in paralysed 
subjects in the supine position (see table). 

Ganglion-blocking Drugs.—Ten subjects were treated 
as just described, and ganglion-blocking drugs were 
given until the blood-pressure could not be further 
reduced. This was taken as evidence of autonomic 
block, though it could not be accepted as being total. 
Systolic blood-pressures of 40-60 mm. Hg were recorded 
in most cases. Under these conditions the previously 
mentioned manipulations failed to empty the stomach, 
even if full doses of muscle-relaxant were injected as 
well. 

Local Analgesia—In this group of subjects local 
analgesia of the cardiac region of the stomach had no 
effect on the integrity of the cardiac valve. 


Attempts to Make Cardia Incompetent 

From these experiments it may appear that true 
regurgitation from the stomach into the esophagus does 
not occur in normal people, and that when, for example, 
the vomiting centre is put out of action by general 
anesthetics, the stomach cannot empty its contents into 
the esophagus. This, however, is not so. 

The cardia was made incompetent in two patients 
in the following way : 

After preliminary endotracheal intubation under thio- 
pentone and suxamethonium each patient was run on fairly 
deep cyclopropane anesthesia but with spontaneous respira- 
tion. The stomach was next filled with saline solution, as in 
the earlier experiments, and attempts were made to mimic 
the somatic contribution of normal vomiting by increasing the 
intra-abdominal pressure (see above) and at the same time 
obstructing the airway while the diaphragm was descending 
during inspiration. 

On every occasion saline solution was aspirated or pushed 
(or both) into the cesophagus at each attempted inspiration. 
This fluid was recovered from the cesophagus but did not 
appear in the pharynx under these conditions (see below), 
and during cesophagoscopy on one of the patients the reflux 
was very well demonstrated during attempted inspiration. 


In a further three patients the cardia: was made 
incompetent by the following manceuvre : 

A double-lumen tube, with a distensible balloon at the 
lower end and a terminal opening, was placed in the ceso- 
phagus, the end of the tube reaching to within an inch or two 
of the cesophageal opening in the stomach. The balloon was 
now distended with about 40 ml. of saline solution. Traction 
on this tube stretched the very:‘mobile mucous layer of cardio- 
cesophageal junction (see figure) and allowed saline solution 
to flow from the stomach, and this fluid was collected from the 
inner tube. When the traction was discontinued, the fluid 
ceased to flow. This was repeated several times in each 
patient. 


FACTORS AFFECTING CRICOPHARYNGEAL SPHINCTER 


In the first set of experiments the patients were 
anesthetised to light surgical anesthesia with cyclo- 
propane and oxygen, intubated, and had their stomachs 
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Method of rendering cardiac valve incomp t with double-! 
tube and di ibl i] : a, ball inflated and cardiac valve 
intact; b, traction applied to tube puts cardiac valve out of action 
and allows fluid to pass upwards from stomach into inner tube. 


filled with saline solution as described above. The 
abdomen was then compressed until a reading of more 
than 10 cm. H,O was attained, after which the stomach- 
tube was withdrawn into the cesophagus and 200 ml. 
of saline solution was introduced. The cesophageal tube 
was withdrawn, and the fluid was retained in the owso- 
phagus because the pressure in the stomach was already 
so high. 

There was no leak into the pharynx when the quantity 
of fluid was limited to approximately 200 ml., even in the 
Trendelenburg position. A slight leak took place, how- 
ever, when fairly strong manual pressure was applied 
to the rebreathing-bag, presumably owing to pressure 
of the lungs on the esophagus. When the anesthesia 
was deepened, or when a small dose of muscle-relaxant 
was given, there was a considerable leak when the head- 
down position was adopted or when slight pressure was 
applied to the rebreathing-bag. 

In the second set of experiments the patients were 
anzsthetised with thiopentone and_ succinylcholine 
chloride intubated with a cuffed tube, and maintained 
on nitrous oxide and oxygen. The pharynx was filled with 
saline solution, and the endotracheal tube cut so that 
about an inch protruded from the mouth. The face-mask 
of the anesthetic machine was now applied, incorporating 
the endotrocheal tube within the mask. Strong inflation 
of the lungs under conditions of total paralysis produced 
by succinylcholine chloride did not force any detectable 
quantity of fluid into the esophagus. When the paralysis 
had completely worn off, spontaneous respiration against 
strong resistance at the expiratory valve (thereby raising 
the intrapharyngeal pressure) also failed to make the 
fluid disappear from the pharynx. When the patient 
was made to gag, however, some of the fluid disappeared 
into the esophagus. Ball-valving of the tongue in the 
pharynx was excluded as an explanation of these findings, 
because the same results were obtained when a pharyngeal 
airway was in position. 

It was thought dangerous to raise the pressure in the 
pharynx without raising the intratracheal pressure 
at the same time, even though a cuffed endotracheal 
tube was in place, in case a leak should take place round 
the cuff. Instead, the endotracheal tube was obstructed 
during inspiration, thereby giving an appreciable pressure 
difference between the fluid in the pharynx and the 
esophagus, and in these circumstances there was no 
apparent loss of fluid from the pharynx. 


Discussion 
From this investigation it appears that the technique 
of Morton and Wylie (1951) for the induction of anes- 
thesia in patients whose stomachs are not empty is 
safe, because the cardia is not made incompetent by 


total somatic paralysis. If the cardia were incompetent, 
the intragastric pressure would not remain high enough 
to force fluids against gravity up to the level of the 
vocal cords unless the abdomen were greatly distended. 

There are, however, some points concerning this 
technique which require notice. 

Vomiting may occur after sleep has been induced 
but before the relaxant has had time to take effect. 
If this happens, the gastric contents may be in the 
mouth and pharynx when paralysis sets in; and as they 
cannot run back into the cesophagus they will tend to 
run down into the trachea. This complication may be 
minimised by giving the relaxant before, with, or 
immediately after thiopentone if this agent is used for 
induction, so that sleep and relaxation come on simul- 
taneously. If an inhalation technique is used instead of 
thiopentone, the relaxant must be given as soon as 
consciousness is lost. 

The fact that the cardiac valve may be made incom- 
petent by simple obstruction of inspiration is important, 
since this can easily happen under anesthesia. Thus 
inspiratory stridor, or obstruction of the airway by 
ball-valving ’’ of the tongue in the pharynx, may lead 
to aspiration of stomach contents into the csophagus 
with each inspiratory effort, especially when the intra- 
gastric pressure is high, as in the lithotomy position 
(see table). This may explain the frequent occurrence 
of regurgitation during anesthesia for obstetric 
mancuvres. 

The esophagus is normally empty although its pressure 
is lower than that in the stomach and pharynx, owing 
to the cardiac valve and the cricopharyngeal sphincter. 
It may, however, contain material under certain condi- 
tions: (1) incompetence of the cardia, which may result 
from diaphragmatic hernia, neoplasms in the region of 
the cardia, and various operations such as cardioplasty 
for achalasia ; (2) obstruction of the cardia or of the oso- 
phagus (e.g., Neoplasm, and by achalasia); and (3) 
cesophageal diverticulum. Further, owing to the dis- 
tensibility of the msophageal walls a large quantity 
of fluid can be kept in the esophagus without much 
increase in intra-cesophageal pressure. While the patient 
is conscious or under light anesthesia, this material is 
prevented by the intact cricopharyngeal sphincter from 
entering the pharynx. If the sphincter is paralysed, 
however, the angle of elevation of the head and shoulders 
and hence simple gravity determine whether the pharynx 
is flooded or not. 

One further possibility remains: when a patient with 
esophageal obstruction has not regurgitated (or been 
aspirated) since his last meal, the intra-csophageal 
pressure may be so high that paralysis of the crico- 
pharyngeal sphincter may cause regurgitation into the 
pharynx, even with a steep foot-down tilt. This, however, 
is unlikely to happen if the csophagus is first decom- 
pressed by applying suction to an csophageal tube 
in situ. 

Vomiting in the infant differs from that in the adult 
since up to 6 months of age there is little tone in the 
abdominal muscles and therefore insufficient power to 
raise the intra-abdominal pressure except by contraction 
of the diaphragm. The infant vomits by a series of 
reversed peristaltic waves which begin at the pylorus and 
run up to the cardia. There is no evidence that this type 
of vomiting is affected by paralysis of the somatic 
muscles, though the mechanism is probably depressed 
by deep anesthesia. 

Conclusions 


The so-called sphincter at the lower end of the oso- 
phagus acts not as a sphincter but as a valve, which 
allows fluids and solids to pass easily from above down- 
Wards but obstructs their passage from the stomach 
into the esophagus. The competency of this valve is 
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independent of either somatic or autonomic nerve- 
supply. It was found to be completely competent during 
full muscular paralysis, after full doses of ganglion- 
blocking drugs, and after infiltration of the area with 
local anzsthetics. 

The cricopharyngeal sphincter, on the other hand, 
acts like a sphincter normally, but as a valve when 
paralysed although not quite so efficiently as the cardia. 
It gives easy exit to fluids from osophagus to pharynx 
but not in the reverse direction. The muscle of this 
sphincter is relaxed by muscle-relaxants, but even in its 
paralysed state tends to obstruct the entrance of either 
fluid or air from the pharynx into the esophagus but 
not in the reverse direction. 

The esophagus can hold an appreciable quantity 
of fluid, which may only make its appearance in the 
pharynx when the cricopharyngeal sphincter is relaxed 
by deep anesthesia or by muscle-relaxants, and a 
positive pressure difference exists between the cesophagus 
and the pharynx. 

The cardia may be made incompetent by obstructing 
inspiration during anesthesia when the intra-abdominal 
pressure is high. 


I should like to thank my colleagues in the Department of 
Anesthetics, and particularly Dr. W. D. Wylie, for their 
interest and encouragement. I am also grateful to those 
members of the surgical staff of the hospital who have per- 
mitted me to make these investigations on their patients, 
to the patients who volunteered to help; and to Miss J. F. 
Davenport for secretarial assistance and the illustration. 
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PRELIMINARY observations reported here indicate that 
patients with untreated pernicious anemia or subacute 
combined degeneration of the cord excrete abnormal 
amino-acids in their urine. After the administration 
of either vitamin B,, or liver extract the pattern of 
amino-acids in the urine reverted towards normal. 


Pernicious Anzemia 


Initially ten patients were studied : five with pernicious 
anemia and five (as controls) with equivalent degrees 
of other varieties of anemia. The diagnosis of pernicious 
anzmia was based on the presence of macrocytic anemia, 
histamine-fast achlorhydria, and megaloblastic bone- 
marrow, and on an adequate response to therapy. 

The method used was paper partition chromatography 
(Datta et al. 1950). The quantity of urine used in each 
case was that containing 250 ug. of total nitrogen as 
determined by micro-Kjeldahl. 

The accompanying table summarises the relevant 
hematological and biochemical findings, and fig. 1 shows 
the pattern of amino-acid excretion in case 2 before and 
after treatment. Before treatment there was abnornial 
excretion of taurine, with some overexcretion of lysine, 


FINDINGS IN FIVE CASES OF PERNICIOUS ANAMIA 


Sex 


M M F M 
Age (yr.) | 47 | 56 | 64 | 57 | 63 
Hb °% (Sahli) .. | 96 | 57 | 60 | 49 | 43 
Red cells (million per c.mm. ) -- | 1:64 | 2-29 | 2-04 | 1-78 | 1-53 
Mean corpuscular volume (c.) | 94 102 | 118 | 124 | 120 
Serum-bilirubin (mg. per 100 ml. | | 1-2 23] 25 | 
Alkaline (King- Arm- | 
strong u a ; 7 9 14 7 
Thymol turbidity (units) Sa i; 2 1 1 | 4 
Serum-albumin (g. per 100 ml.) .. 5-4 | 4:6 | 5-2 5-2 
Serum-globulin (g. per 100 ml.) .. | 2-1 | 2:3 | 1:8 1-9 


cystine, and leucine. These chromatograms are typical 
of those found in the five cases of pernicious anemia 
examined. In all these cases there was much taurine 
excreted, sometimes accompanied by leucine, cystine, 
and lysine; but after treatment with vitamin B,, the 
pattern reverted towards normal. 


Subacute Combined Degeneration of the Cord 

The findings in the following case of subacute combined 
degeneration of the cord suggest that the demonstration 
of excessive taurine excretion may be of clinical value. 

A housewife, aged 66, complained of unsteady gait and 
weakness of the legs over the previous three months. She had 
also noticed some tingling in the hands. 

On admission to 
hospital in March, 
1954, the patient 
had a continuous 
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Fig. |—Urinary excretion of amino-acids in 

the left foot, and — Taurine. 3, Cysteic acid (from cystine). 
both calves were = 4, Alanine. 5, Glycine. 6, Glutamic Acid. 
tender. 7, Lysine. 8, Tyrosine. 9, Valine. 10, Gluta- 

The cerebro- mine. Circles are roughly proportional to 
spinal fluid con- colour density of ninhydrin-developed spots 
tained 25 mg. on chromatograms. 
protein per 100ml. 
and 1 lymphocyte per c.mm. ; Wassermann reaction negative. 
Blood Wassermann reaction and Kahn test negative; Hb 
14-6 g. per 100 ml., white cells 3500 per c.mm., pac ked-cell 
volume 42%. Bone-marrow examination: ‘ The sample is 
moderately cellular. No abnormal cell forms are seen and 
there is no abnormal number of any of the usual primitive 
cells. Erythropoiesis is normoblastic.” Fractional test-meal 
showed histamine-fast achlorhydria. 

Subacute combined degeneration of the cord was pro- 
visionally diagnosed, and the patient was given vitamin B,, 
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100 wg. by intra- 
muscular injection 
daily for fourteen 
days, followed by 
100 ug. twice weekly. 

Follow-up five 
weeks after the start 
of treatment showed 
that the patient's 
general condition was 
much improved, and 
she could now walk 
much better. Vibra- 
tion sense was now 
appreciated in the 
pelvis and there were 
no paresthesiz. 

Fig. 2 shows the 
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before and_ after 3 1 
treatment. It will 


be seen, that the 
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rarely detected. 


Fig. 2—Urinary excretion of amino-acids 
in a case of subacute combined degen- 
eration of the cord. 1, Glycine. 2, 
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4, Glutamic acid. 5, Taurine. 
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Discussion 


The abnormal 
excretion of amino-acids in the urine in untreated 
cases of pernicious anemia is of interest because 
at necropsy much fatty infiltration of the liver is 
found (Boyd 1953). The low oxygen-carrying power of 
anemic blood has been commonly offered as an explana- 
tion for histological damage in the liver. Previous studies 
of hepatic function in untreated pernicious anzemia have 
shown no definite evidence of dysfunction. Schilling and 
Harris (1952) investigated twenty untreated cases of 
pernicious anemia by the following tests: cephalin 
flocculation, thymol turbidity, alkaline phosphatase, 
prothrombin concentration, and plasma-proteins. The 
tests revealed no consistent abnormality. The present 
patients showed no abnormality of plasma-proteins, 
thymol turbidity, or alkaline phosphatase. That patients 
with an equivalent degree of anemia due to iron deficiency 
do not show an abnormal amino-acid pattern in their 
urine suggests that anoxic damage of the liver may not 
be the mechanism involved. 

Lack of vitamin B,, may possibly cause liver damage 
directly. Experiments by Drill and Hall (1950) show 
that supplements of crude liver extract were more 
effective than choline in completely protecting rats against 
hepatic damage produced by high-fat or low-protein 
diets. The factor present in liver extracts exerting this 
lipotrophic action was not identified. Amino-aciduria 
could also be due to a renal defect or to some primary 
fault in amino-acid metabolism. Though at least two 
tubular mechanisms are concerned in the reabsorption of 
amino-acids (Beyer et al. 1947), there is no evidence at 
present that vitamin B,, influences this tubular function. 
It is known that vitamin B,, is involved in methyl 
synthesis and transmethylation of certain amino-acids— 
.g., homocysteine (Jukes et al. 1950) and choline (Arnstein 
and Neuberger 1951). This action of vitamin B,, and its 
failure in untreated pernicious anzemia may be the basis 
of the development of the megaloblastic bone-marrow. 
Vilter et al. (1950) suggest that megaloblastic develop- 
ment is due to the failure to convert thymine to thymi- 
dine. Evidence of the importance of amino-acids in the 
formation of red cells has been obtained by Sebrell and 
McDaniel (1952), who show that histidine, valine, 
leucine, and lysine are essential in this respect. 

The amino-aciduria of untreated pernicious anemia 
requires further study because it may help in determining 
the basic action of vitamin B,,. 
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It is well known that subacute combined degeneration 
of the cord can occur without any evidence of pernicious 
anemia in the peripheral blood and bone-marrow. 
Diagnosis of such cases is extremely difficult since the 
only criterion is the clinical picture associated with 
achylia gastrica ; final proof of the diagnosis depends on 
the response to liver therapy. The urinary amino-acid 
excretion in the case described here was entirely in 
keeping with that found in untreated cases of pernicious 
anemia. With treatment the excessive taurine excretion 
ceased. We therefore suggest that in the presence of a 
clinical picture resembling subacute combined degenera- 
tion of the cord, the associated features of achylia gastrica 
and increased taurine excretion in the urine may enable 


the diagnosis to be made at an early stage in the 
illness. 


Our thanks are due to the physicians of the Royal Victoria 
Hospital for permission to investigate their cases; to Dr. 
M. G. Nelson, clinical pathologist, Royal Victoria Hospital, 
for the hematological studies; and to Dr. J. A. Smyth, 
physician-in-charge, metabolic department, Royal Victoria 
Hospital, for the use of the facilities of the Biochemical 
Laboratory. 
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In 1948 Wiener wrote a paper “‘ to present cases of 
severe anemia of the newborn infant due to occult 
placental hemorrhage.” Three cases were presented. 


The first Was in a baby delivered by cesarean section 
because of central placenta previa. Immediately after birth 
the Hb was 8-7 g. per 100 ml. Wiener suggested that there 
had been “‘ occult hemorrhage from the fetal surface of the 
placenta . . . which would not be manifest because the fetal 
blood would be mixed with the maternal blood lost at the 
delivery.” 

The second case was in a first-born child, born by a normal 
labour, with Hb 6-5 g. per 100 ml. immediately after birth. 
“In retrospect,” Wiener wrote, “it seems evident that 
despite the apparently normal delivery, this infant was 
suffering from post-hemorrhagic shock caused by occult 
placental bleeding. Had this patient been seen after Case 1, 
the true nature of the condition might have been recognized.” 
In these cases the bleeding was regarded as being “‘ from the 
fetal surface of the placenta’—i.e., into the amniotic 
cavity 

The third case was in the third baby of a woman whose 
second baby, born in 1943, had “‘ developed hemolytic anemia 
and was treated by numerous transfusions of the Rh-negative 
blood.” It is not recorded that she had Rh antibodies at the 
time. The third pregnancy ended at term on March 31, 1947. 
No antibodies had been found in the mother’s blood up to and 
including March 15. At birth the baby had severe erythro- 
blastosis with Hb 7-4 g. per 100 ml. and died. The mother 
was now found to have “anti-Rh, agglutinins of 16 units 
titer.” Wiener states: ‘‘ The simplest way to account for the 
findings in this case would be to postulate some defect on the 
fetal side of the placenta, appearing during the two-week 
interval between the last antenatal Rh antibody titration and 
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the delivery of the patient. . .. A slow ooze of fetal blood from 
such a placental defect could also account for the extreme 
anemia and shock-like condition of the infant at birth.” ‘‘ The 
anemia was apparently due primarily to hemorrhage rather 
than hemolysis.” On the other hand, “ the liver cells [of this 
baby at necropsy] were filled with hemosiderin pigment,” 
surely indicating hemolysis, 


Though I think Wiener’s argument is somewhat 
dubious in this case, nevertheless here is, so far as I know, 
the first suggestion that a fetus could become anemic by 
bleeding into its mother’s circulation, and it was because 
of this hypothesis that the present investigation was 
made. Wickster (1952) has reported a case (his case 6) 
which, he thought, illustrated Wiener’s hypothesis, and 
I believe it did. Observations on a baby and its mother 
have allowed us to prove the hypothesis. 


Case-report 

The mother, aged 25, belongs to blood-group B, Rh-negative 
(ede/ede), She was married in 1952, and that year had a 
pregnancy that lasted about six weeks and ended in sponta- 
neous abortion. She had never had a blood-transfusion. She 
became pregnant again early in 1953, her expected date of 
delivery being Nov. 1. Her blood was tested at three months 
and seven months, and no Rh antibodies were found. On 
Nov. 14, after a completely uneventful pregnancy, she gave 
birth to a girl weighing 6 Ib. 4 oz. There was no unusual 
bleeding during the labour. The baby’s pallor within an hour 
of birth led to examination of its blood. It was found to have 
Hb 7:8 g. per 100 ml. and red cells 2,300,000 per c.mm. 
(normoblasts 1239 per c.mm., late erythroblasts 426 per c.mm., 
and early erythroblasts 213 per c.mm.). It belonged to 
blood-group B, was Rh-positive, Coombs-negative, was given 
a replacement transfusion of 390 ml. of group-B. Rh-negative 
(cde/ede) blood, and made a good recovery. 


Proof of Wiener’s Hypothesis 
DIFFERENTIAL AGGLUTINATION 


The blood-grouping of the family was as follows : 

Father: O, MS, ee CDe/CWDe, kk, Lu(a —), Le(a —), Fy(a +). 

Mother : B, MNS P+, ede/ede, kk, Lu(a—), Le(a-—), Fy(a+). 

Baby: B, MNS, P— .o WDe/cde, kk, Lu(a—), Le(a—), Fy(a +). 

The baby differed from its mother in having the 
antigens Cy and D. When the mother’s blood was tested 
with saline anti-C¥ and with saline anti-D in the capillary 
tube, minute agglutinates could be seen. When an 
indirect Coombs test was done on the mother’s cells with 
blocking anti-D serum, there was gross partial clumping. 
Since we did not have a saline anti-D serum that would 
allow of accurate differential agglutination by the Ashby 
method, we made a rough quantitation by setting up 
parallel indirect Coombs tests with (1) the mother’s 
cells ; (2) the final specimen from the replacement trans- 
fusion ; and (3) the following Siations of Rh- positive in 
Rh-negative blood: 20, 10, 5, 2-5, and 1:25%. All 
readings of the Coombs test were done on an illuminated 
glass slide. We judged the number and size of the clumps 
that formed in the mother’s blood to be about equal 
to those in the post-transfusion specimen, and to be 
greater than the 5% but less than the 10% Rh-positive 
in Rh-negative blood suspensions. 


ABSORPTION OF SALINE ANTI-D 


(Time in minutes to agglutinate D-positive cells after 
absorption of anti-D with various cells) 


No. of absorptions 
Cells used for absorption =e eee 


Donor’s (cde/ede) . . ae | 3° 
Post-transfusion (cde/ede +C¥De/cde).. | 9” | 22’ | 35’ 60’ 


ABSORPTION OF ANTI-D BY MOTHER’S BLOOD 


The strength of a saline anti-D serum may be measured 
by the time taken for D-positive cells to agglutinate in 
the capillary tube (Chown et al. 1948)—the weaker the 
serum the longer the time. Four aliquots of a saline 
anti-D serum that would agglutinate the baby’s cells in 
three minutes were absorbed four times with equal 
volumes of packed (1) donor’s ede/ede cells; (2) the 
baby’s C*De/cde cells; (3) mother’s cells, considered 
to be 90-95% cde/ede and 5-10% CvrDe/cde cells; and 
(4) post-transfusion specimen cells, estimated to consist 
of 90-95% cde/ede and 5-10% CrDe/cde. The results 
are set out in the accompanying table, from which it 
appears that there was D antigen in the mother’s 
blood in roughly the same proportion as in the post- 
transfusion specimen. 


DISAPPEARANCE OF BABY’S CELLS FROM MOTHER’S 
CIRCULATION 


By the indirect Coombs method with anti-D the 
following observations were made : 

Nov. 24, day of delivery: 5-10% D-positive cells. 

Dec. 14, twenty days post partum: reduced by half or more. 

Jan. 11, forty-eight days post partum: none demonstrable. 


DEVELOPMENT OF ANTIBODIES IN MOTHER’S BLOOD 


On the day of delivery there was no anti-D in the 
mother’s blood; on the twentieth day saline anti-D, 
titre 1, and weak indirect Coombs reaction; on the 
forty-eighth day saline titre 2, albumin 4, indirect 
Coombs 16. Anti-C¥ was not demonstrable. 


FETAL OR REFRACTORY HZMOGLOBIN IN MOTHER’S BLOOD 


Through the kindness of Dr. George Delory, associate 
professor of biochemistry, the mother’s blood was 
quantitated for fetal or refractory Hb by the method of 
White et al. (1950), with the following results : 


Twenty days post partum 5% 
Forty-eight days post partum 5% 


The estimation depends on the rate of conversion of 
Hb to alkaline globin hematin on the addition of sodium 
hydroxide. From 60 to 75% of the Hb of the fetus 
and newborn (from 5 to 10% of the Hb of the adult) 
is “ refractory ’’ to conversion by the method used. The 
above percentages represent the total refractory Hb 
and indicate that something more than 6% of the Hb 
in the mother’s circulation at delivery was derived from 
the baby. This is in good agreement with the estimation 
based on differential agglutination. 


VOLUME OF BABY’S BLOOD IN MOTHER’S CIRCULATION 


Mother’s weight before pregnancy, 56 kg. 

Red-cell volume before pregnancy at 30 ml. per kg., 1680 ml. 
Add 200 ml. acquired during pregnancy, 1880 ml. 
Estimate of baby’s cells in her circulation, 5-10%, 90-180 ml. 
Weight of baby at birth, 2840 g. 

Normal red-cell volume at 42 ml. per kg., 120 ml. 

Add 50-75% for red cells in placenta and cord, 180-210 ml. 


We therefore reach the conclusion that from a circula- 
tion which at the moment of birth should have contained 
180-210 ml. of red vells there had been transferred to the 
mother, over an indefinite period of time, 90-180 ml. of 
red cells, or almost 160-320 ml. of whole blood. 

Or we may approach this question more indirectly 
from the state of the baby at birth : 


Normal red-cell volume for 2:84 kg. newborn baby, 120 ml. 
Normal blood volume for hematocrit 56, 215 ml. 
Hematocrit five hours after birth, 27. 

Red-cell volume, 27% of 215, 58 ml. 

Red-cell volume missing, 120 minus 58, 62 ml, 

Add 50% for placental circulation, 93 ml. 


So by direct rough estimate we reach the conclusion 
that the mother’s blood contained 90-180 ml. of fetal 
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red cells, and by calculation that there were 93 ml. of 
red cells missing from the fetus and placenta. The 
agreement is good enough; the mother’s balance was 
probably made up of repeated donations, some of which, 
like many donations, had worn out and been discarded, 
and yet the final result might be cumulative ; the baby’s 
deficit had been reduced by increased production, a 
sound procedure that Mr. Butler would endorse, though 
export had reduced the baby’s living standard to a bare 
minimum. 


TIME OF ENTRY OF FETAL BLOOD INTO MATERNAL 
CIRCULATION 


When Rh-positive blood is injected into an Rh-negative 
volunteer, it takes three or four months before Rh anti- 
bodies can be demonstrated (Race and Sanger 1950). They 
were demonstrated in our patient’s blood twenty days 
after her delivery. It therefore appears that some Rh- 
positive blood, or the Rh antigen in some form, entered 
her blood two or three months before delivery. This 
deduction leads to the suggestion that, if the sole stimulus 
of the mother was fetal blood, the amount of blood 
lost by the fetus may have been even greater than 
appears from our calculations given above, for at least 
some of the blood would have been destroyed after the 
first entry from sixty to ninety days before birth. On 
the other hand, the amount first entering may have 
been trifling, and the bulk of that found mixed with the 
mother’s may have entered shortly before birth. 


Discussion 


The proof of the presence of the fetal blood mixed 
with the mother’s is direct and beyond question. Our 
estimate of the amount of fetal blood present agrees 
sufficiently well with the state of the baby, and of the 
baby’s blood at birth, to make it highly probable that 
the fetus, by being the donor for a fetomaternal trans- 
fusion, had produced in itself a condition of hemorrhagic 
anemia and something verging on hemorrhagic shock. 
The condition only verged on shock, for the baby had 
had time, before it was born, to make up its plasma 
deficit, and it was doing its best to rebuild its depleted 
red-cell supply. Most cases of non-hemolytic anemia 
of the newborn are perhaps due to acute external hemor- 
rhage at or close to the time of delivery. In them shock 
may be severe. 

That proof of the fetomaternal transfusion was 
possible depended, first, on the mother’s not having 
antibodies that would destroy the transfused cells and, 
secondly, on the easily demonstrable antigenic differences 
between the two bloods. Such differences between 
mother and baby in the Rh, MNS, Kell, and Duffy 
systems are not too uncommon and should allow proof 
in a fair proportion of such cases. The ABO system 
seems less likely to be useful, since only the O cells of the 
fetus of an A or a B mother could be demonstrated 
through their inagglutinability. However, in the hands 
of an expert in the method of differential agglutination 
there are possibilities here too. 

There are some other situations in which investigations 
along this line may prove of value. It seems theoretically 
possible that a fetus could kill itself in this way. It may 
then be possible to explain some fetal deaths by examina- 
tion of the mother’s blood for ‘‘ transfused ’’ cells. The 
father’s blood antigen structure will indicate what 
antigens, absent from the mother, the fetus might have 
that could be used as tags. If the fetus is born within 
a few days of death, one can do pretty complete blood- 
grouping on the cells that can be shaken from the clots 
in the large vessels of the fetal surface of the placenta, 
and know exactly what antigens to look for in the 
mother’s blood. Of course, if the mother already has 
antibodies against the fetal cells, direct proof may not 
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be possible. Antibody depression, followed by a rise and 
then a fall, might be suggestive. 

If the mother had had antibodies against the cells of 
her fetus, and if the fetal blood had entered her circulation 
rapidly, could she have had a transfusion reaction of 
some sort? There seems to be no good reason why she 
could not. Some patients have quite sharp reactions to 
as little as 5 or 10 ml. of transfused blood—chills, severe 
back pain, shock, and hemoglobinuria. I recall one 
Rh-negative woman, highly sensitised by multiple 
Rh-positive transfusions, who had, in two succeeding 
pregnancies, influenza-like chills just before the death 
of her fetus. Perhaps they were ‘‘ transfusion reactions.”’ 
Could some cases of atypical acute toxemia or a rare 
case of jaundice in pregnancy be so explained ? In the 
older published reports there are records of women who 
became jaundiced in more than one pregnancy and bore 
babies who developed icterus gravis. 

The following case, seen with Dr. Ida Armstrong after 
the above report was prepared, lends support to the 
suggestion of a transfusion reaction in a woman with 
antibodies against the cells of her fetus. 


Case-report 

At Noon on Saturday, Feb. 6, 1954, Dr. Armstrong on my 
recommendation ruptured the membranes of a_ sensitised 
(albumin Rh antibody titre 32) Rh-negative woman three 
weeks before term. Sunday passed without event ; the patient 
went to sleep about 10 p.m. At 6 a.m. on Monday she woke 
and said she was cold. She passed 4 oz. of urine. The fetal 
heart sounds were good. By 8 a.m. she was flushed, her 
temperature was 98-4°F, and the fetal heart sounds were no 
longer heard. At 9 a.m. she had a rigor, her temperature 
was 103-4°F, and pulse-rate 132; she was nauseated and 
vomited. Labour set in, and she was delivered at 11 a.m. 
of a boy weighing 6 lb. Her temperature had returned to 
normal. 

The baby was in shock; Rh-positive, Coombs-positive ; 
Hb 116 g. per 100 ml. ; bilirubin 3-1 mg. per 100 ml. Twenty 
minutes after birth the baby began to bleed from the nose ; 
this bleeding increased in spite of a transfusion of 50 ml., 
and the baby died two hours later. At necropsy there was 
blood in the lungs and airways only. On the maternal surface 
of the placenta was a ragged hole 7 X 3 mm. and 12 mm. 
deep. 


Comment.—The pathological study is not yet complete, 
but the suggestion is that the baby bled into its placenta 
at the point where the hole in that organ was found, and 
that some of the baby’s blood entering the mother’s 
circulation caused her to have a transfusion reaction 
chill. The effect of this on the baby is not clear. 


Summary 


When the blood of a woman, who that day had given 
birth to a baby with severe normoblastic anwmia, was 
examined by differential agglutination, antibody absorp- 
tion, and biochemical analysis, it was proved that 5—10%, 
of the red cells in her circulation were derived from the 
baby. She developed antibodies against the baby’s cells 
within three weeks of delivery. It is suggested that feto- 
maternal transfusion may cause, in addition to non- 
hemolytic anemia of the newborn, fetal death, atypical 
toxemia, and, rarely, jaundice of pregnancy. 

This investigation could not have been made had it not 
been for the whole-hearted coéperation of Dr. A. M. Goodwin, 
Dr. Harry Medovy, and Dr. J. Bowman. Dr. Medovy’s 
suggestion that the baby’s condition illustrated Wiener’s 
hypothesis led to the investigation. 
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POST-TRAUMATIC VERTIGO 
WITH SPECIAL REFERENCE TO POSITIONAL 
NYSTAGMUS 


Nem Gorpon 
M.D. Edin., M.R.C.P., M.R.C.P.E. 


REGISTRAR, NATIONAL HOSPITAL FOR NERVOUS DISEASES, 
LONDON 


In the course of recovery from a head injury many 
patients develop the cardinal symptoms of headache, 
giddiness, and mental disturbances. These symptoms may 
cause protracted ill health, and the disability which results 
may be difficult to assess, especially when the case is 
complicated by questions of compensation. Although 
organic changes can be presumed to have taken place 
at the time of the accident, clinical evidence of such 
changes is often difficult to elicit. When this is so, the 
symptoms are sometimes wrongly attributed to psycho- 
genic causes, a mistake which may seriously complicate 
the patient’s further management. 

Post-traumatic giddiness varies in type, degree, and 
causation, and the first step in its investigation must 
always be a detailed analysis of its subjective features. 
It may then be found that when the patient uses the word 
giddiness he means that he has a feeling of instability and 
not true vertigo with illusions of movement. If, how- 
ever, the symptoms at all suggest true vertigo, a full 
examination of the vestibular system becomes impera- 
tive. In this connection the caloric tests, using both 
cold and hot stimuli, have acquired an outstanding 
importance and should always be used. In addition, 
however, the examination should include tests for 
positional nystagmus, a condition which occurs in certain 
critical positions of the head. 

Positional nystagmus was first described by Barany 
(1921), who said that it might be of either central or 
peripheral origin. In the light of further knowledge it 
seems that either condition may sometimes result from 
head injury. Of the two varieties, positional nystagmus 
of peripheral origin appears to be the commoner. Its 
clinical features and certain points in its diagnosis, 
prognosis, and treatment are described below. 

Barany (1921) emphasised that, in the peripheral 
variety of positional nystagmus, the position of the head 
in space and not its movement was the essential factor in 
evoking the nystagmus, and for this reason he attributed 
the disorder to a lesion of the otolith apparatus within 
the labyrinth. This conclusion was in agreement with the 
results of the contemporary experiments of Magnus 
and de Kleyn (1920) on animals and has since been 
supported by a good deal of clinical evidence, which has 
been very fully reviewed by Lindsay (1945, 1947), 
Gerlings (1948), and Nylén (1950). Direct evidence of 
the existence and morbid anatomy of the labyrinthine 
lesion has been put forward by Dix and Hallpike (1952), 
who lay particular emphasis upon the benign 
course and upon the paroxysmal character of 
the nystagmus, both of which features dis- 
tinguish it clearly from Bdardny’s central 
type of positional nystagmus. For these 
reasons Dix and Hallpike propose that it 
should be known as the benign paroxysmal 
type of positional nystagmus. Their argu- 
ment that the lesion is limited to the labyrinth 
was supported by the absence of associated 
evidence of any involvement of the central KY 
nervous system, and by the finding of aural 
disease in a considerable proportion of their 
patients. In some of these the disease was 
unilateral, and then. it was noted that 
the nystagmus was characteristically directed 
towards the affected ear when this was placed 
undermost in the test procedure. 
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Dix and Hallpike lay stress on the fact that in many 
of their cases no evidence of any severe loss of labyrinthine 
function could be obtained from the caloric tests. For 
this reason they regard the lesion as irritative and 
occurring in a partially disorganised end-organ. Support 
for this conclusion was provided by the morbid-anatomical 
changes disclosed by histological examination of the 
temporal bones in a characteristic case. The patient had 
had positional vertigo of the benign paroxysmal type for 
many years, the attacks occurring with the head back and 
to the right. Well-marked tissue changes were found 
in the otolith macule within the right labyrinth, the 
utricular macula being particularly affected. The 
otolith membranes were absent and the sensory cells 
disorganised, with considerable thickening and fibrosis 
of the subepithelial connective tissue, within which were 
irregular cellular infiltrations. These findings were con- 
sidered to be in agreement with the hypothesis of a chronic 
lesion caused either by low-grade infection or trauma. 


Clinical Features of Benign Paroxysmal Positional 
Nystagmus 

The nystagmus most often occurs spontaneously 
without any discoverable cause, but when it arises after 
trauma it seems to present exactly the same clinical 
picture. The patient often gives a characteristic history 
of brief attacks of giddiness coming on when he takes up 
certain postures. He may have found out for himself that 
the attacks are brought on by lying down or when 
looking upwards—e.g., to hang clothes on a line. The 
vertigo is brief and is therefore infrequently associated 
with nausea or with vomiting, and there is usually no 
deafness. Particularly in post-traumatic cases the patient 
may complain of headache and inability to concentrate, 
in addition to giddiness. Routine clinical examination 
may show no abnormal physical signs, and the diagnosis 
depends on the demonstration of vertigo and nystagmus 
when the head is placed in a certain critical position. The 
correct procedure for eliciting the reaction and the 
character of the nystagmus is shown diagrammatically 
in the accompanying figure. 

The patient should be sat on a couch and his head 
turned to one side and brought back over the end of the 
couch while he gazes at the examiner’s finger. If this 
does not cause an attack of giddiness, the manceuvre 
should be tried with the head turned to the opposite 
side. When the test is positive, the nystagmus and 
associated vertigo may come on almost at once or after 
a few seconds. The patient will show obvious signs of 
discomfort, and, unless he can be reassured, will shut 
his eyes and try to sit up. However, if he can be per- 
suaded to stay supine, the nystagmus, which is usually 
rotary and directed towards the lower ear, will increase in 
rapidity and die away, the whole cycle lasting less than 
half a minute. At the same time the vertigo will cease 
and the patient will be content to remain in that particular 


Manceuvre to induce benign paroxsymal positional nystagmus. 
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position for as long as required ; but, when he sits up 
again, a briefer and less severe attack of nystagmus and 
vertigo may result. If the test is repeated at once, the 
response will often be much less marked or absent. This 
‘* fatigability ’’ of the response may be connected with 
the fact that often the nystagmus cannot be demons- 
trated on every occasion; and, if the history is sug- 
gestive, the diagnosis should not be abandoned on the 
basis of a single examination. 


Illustrative Case-reports 


In the past year five patients attending the outpatient 
department of the National Hospital, Queen Square, gave 
a history of a head injury followed by giddiness and were 
found on examination to have positional nystagmus. 


Case 1.—A man, aged 47, hit his head on a steel door- 
frame. According to witnesses he lost consciousness for 
several minutes, but he was allowed home after attending a 
local hospital. For the next six weeks he complained of head- 
aches and of “ never feeling clear in the head.’’ He could not 
concentrate, and his memory for recent events appeared to be 
affected. About two weeks after the injury he was leaning 
out of bed to pick something off the floor, when suddenly the 
room started to revolve for a brief period and he vomited. 
Since then he had had similar attacks of giddiness and had 
noticed that they only tended to occur in certain postures. 

On examination six weeks after the accident the only 
positive finding was an attack of paroxysmal nystagmus and 
vertigo on putting his head backwards and to the left. 


Case 2.—A woman, aged 37, was involved in a road 
accident. A car ran into the back of a motor-cycle on which 
she was sitting. She was unconscious for about four hours 
and was detained in hospital for several days. Since the 
accident she had had headaches, which she described as a 
pain at the back of her nose and a feeling of pressure in the 
centre of her forehead. She also had an almost continuous 
pain up the left side of her neck. Finally she had complained 
of giddiness on change of posture, particularly on leaning her 
head backwards. This giddiness seemed to last for a minute 
or two, and objects appeared to rotate in a vertical direction. 
It was associated with palpitations and a “ limp ”’ feeling, but 
she was not sick. 

On examination two months later no abnormal physical 
signs were elicited apart from positional nystagmus of. the 
paroxysmal type on putting the patient’s head back and to 
the left. Radiography of the skull and cervical spine showed 
no abnormalities. 


Case 3.—A woman, aged 38, had injured her head two 
years before attending the National Hospital outpatient 
department. She was a conductress on a bus which had had 
to pull up suddenly, throwing her against a steel bar and 
knocking her unconscious for several minutes. Since the 
accident she had been liable to headaches and attacks of 
giddiness, when the room would appear to revolve about three 
times and she would feel sick. She had noticed that these 
attacks were particularly liable to come on after moving her 
head upwards or downwards. 

There was well-marked positional nystagmus of the 
paroxysmal type on putting the patient’s head backwards and 
to the right, but examination was negative apart from this. 
Radiography of the skull showed no abnormalities. 


Case 4.—A man, aged 48, had fallen and struck the right 
side of his head and must have been unconscious for several 
hours. Ever since this accident he had complained of head- 
aches associated with nausea and increased irritability, and 
of a swirling sensation in his head whenever he tilted it back- 
wards or made a sudden quick movement. He had never had 
any impairment of hearing. 

When he was examined more than two years later his 
symptoms had improved somewhat, but there were still 
paroxysmal nystagmus and vertigo on putting the head 
backwards and to the right. This was the only abnormal 
finding, and radiography of the skull showed no fracture. 


Case 5.—A woman, aged 40, had been liable to brief 
attacks of giddiness at intervals since a severe head injury 
fourteen years previously. She was liable to attacks of 
vertigo on sudden changes of posture—e.g., on getting out 
of bed quickly, and on reaching up to hang clothes on the 


line. If she kept still, the sensation of movement would stop 
in a minute or two. 

When the patient’s head was put backwards and to the 
left, an attack of vertigo was precipitated, associated with 
nystagmus. It lasted for about ten seconds. A _ similar 
attack occurred on sitting up again. No other abnormal 
physical signs were elicited, but radiography of the skull 
showed an old fracture line running obliquely in the right 
frontal bone to the superolateral margin of the orbit. 


Discussion 


It will therefore be seen that among the various causes 
of post-traumatic vertigo there is a small but well-defined 
group in which posture plays an all-important réle. The 
nystagmus will not be elicited unless it is examined for 
with the patient’s head in various positions, and if this 
is not done an erroneous assessment of his disabilities 
may be made. This in turn may cause the patient to 
respond unsatisfactorily to treatment. When the patient 
has this type of positional nystagmus, much can be 
accomplished by simple reassurance and a mild sedative. 
He should be told that the giddiness is due to a slight 
injury of the balance mechanism in one ear, and it should 
be demonstrated that the vertigo only comes on when 
his head is placed in certain definite positions. He can 
then take steps to avoid these, with resulting increase in 
confidence. The diagnosis will also be of obvious impor- 
tance when a medical opinion is requested in a law-suit 
arising from an accident. 

The duration of post-traumatic positional nystagmus is 
very variable, but in most patients the condition seems 
to behave in the same way as the spontaneous variety, 
and runs a course limited to a few months. In fact the 
clinical pictures of the two conditions are so identical 
that it seems necessary to believe that both arise from 
lesions of the otolith apparatus, these being due to 
mechanical injury in the post-traumatic cases. 

However, it must be emphasised that, although this 
condition presents such a well-defined clinical entity, it 
is by no means common and is only one among the 
various causes of post-traumatic vertigo. The symptom 
of giddiness arising after trauma is often of psychogenic 
origin, or may result from lesions of the vestibular 
apparatus and its central connections at other levels. 
The history and the finding of signs of damage to other 
systems often suggest its site of origin. 

The vestibular connections apparently reach the cortex 
mainly in the temporal and parietal lobes, and vertigo 
may arise from an irritative lesion in these areas. After 
concussion, or when there has been no definite evidence 
of cerebral contusion or laceration, epileptic fits are 
particularly liable to arise in the temporal lobe. The 
aura of such attacks may be varied in the extreme, but 
occasionally they will consist in a brief period of vertigo 
before consciousness becomes impaired. That vertigo 
can occur in focal epilepsy is supported by the experi- 
mental studies of Penfield and Kristiansen (1951), who 
found that the aura of rotation most frequently arose 
from the superior temporal or temporoparietal areas. 

In severe head injuries, particularly if there has been 
a long period of unconsciousness, the brain-stem will 
usually be the site of considerable damage. This may 
involve the vestibular connections at this level and cause 
vertigo, but other associated symptoms and signs will 
often help in localisation. Certain types of positional 
nystagmus may develop after central lesions of this kind, 
but several workers have pointed out the clinical 
differences between positional nystagmus of central and 
peripheral origin (Bérany 1921, Lindsay 1947, Nylén 
1950). Central positional nystagmus may not be associated 
with vertigo. The nystagmus tends to start immediately 
the critical position is taken up, without any latent 
period, and to last for as long as this position is main- 
tained. Another characteristic of central positional 
nystagmus is that it may alter in direction when the 
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position ot the head in space is s changed, ‘bat this is by 
no means always so. This latter fact is not in favour of 
the classification suggested by Nylén (1950), who associ- 
ated the central type with direction-changing positional 
nystagmus and the peripheral type with direction-fixed 
positional nystagmus. 

The eighth nerve or labyrinth is sometimes directly 
involved by an injury, especially when the base of the 
skull is fractured. The vertigo that often results tends to 
occur in prolonged attacks, and the caloric tests will show 
abnormal responses. In addition some degree of deafness 
will almost always be present. 


Summary 


Among the various causes of post-traumatic giddiness 
the small group due to positional nystagmus of the 
benign paroxysmal type is considered in detail. 

This condition may be missed unless examined for by 
placing the patient’s head in the critical position. 

Lesions of the vestibular apparatus and its central 
connections that may also cause vertigo after a head 
injury are briefly considered. 


I wish to thank the medical committee of the National 
Hospital for Nervous Diseases for allowing me to use the case- 
records, and especially Dr. C. 8. Hallpike for his helpful 
criticism and advice and permission to use the illustration. 
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DEATH FROM CORTICOTROPHIN 


Brian H. R. 
M.B. N.Z., D.D.M., F.A.C.A. 
VISITING DERMATOLOGIST AND ALLERGIST 
Perer D. 
M.B. N.Z. 
MEDICAL REGISTRAR 
NAPIER HOSPITAL, NEW ZEALAND 


UNTOWARD reactions to corticotrophin are being 
published with its more general use. Most of these 
reactions. are so-called ‘‘ side-reactions *’ : hyperadrena- 
lism, endocrine depression of the thyroid gland and the 
gonads, potassium deficiency, psychoses, peptic ulcer, 
occult oedema, Cushing-like syndrome, secondary infec- 
tion and increased susceptibility to infection, and 
purpuric and thrombo-embolic phenomena. About 
of patients show hypersensitivity reactions ranging from 
urticaria, angioneurotic oedema, and bronchospasm to 
anaphylaxis through either specific or non-specific 
sensitivity to this protein (Brown 1952). 


Specific Hypersensitivity 


Feinberg et al. (1951) reported the case of a woman, 
aged 60, who, after cortisone therapy for rheumatoid 
arthritis, was given 25 mg. of corticotrophin, and within 
5 minutes had ‘generalised urticaria, angioneurotic oedema 
of the larynx, asthma, and profound shock. Recovery 
followed emergency therapy. Skin tests with cortico- 
trophin from pigs, oxen, and sheep produced positive 
reactions to dilutions up to 1 10,000,000. Muscle 
extracts of beef and pork gave negative skin tests, 
whereas pituitary preparations, such as ‘ Antuitrin,’ gave 
positive reactions. Passive transfer reactions were 
positive to porcine corticotrophin but not to cortico- 
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oxen and or to other 
compounds which gave positive direct skin reactions. 
This patient subsequently gave a history of having had a 
course of corticotrophin a year before when urticaria 
developed after the first injection. The urticaria became 
worse after each successive injection, and finally cortico- 
trophin was discontinued when the twelfth dose was 
followed by angioneurotic cedema and shock. 

Reports of hypersensitivity to corticotrophin are 
discussed by Brown and Hollander (1952), who observed 
208 patients treated with corticotrophin. Only 7 (3%) 
of these patients showed hypersensitivity, but in 1 it was 
alarming. They reported as follows : 


“That a hypersensitivity state was established as a result 
of Pork ACTH (Armour) and perhaps, in one instance, 
consequent upon the use of Beef ACTH. In each instance 
apparent species sensitivity existed, but in none were we able 
to demonstrate organ sensitization. 

“ The relatively small incidence of allergy produced by the 
administration of ACTH in our experience, leads us to place 
far less significance on its existence than we had previously 
anticipated.” 


All their 7 hypersensitive patients gave positive skin 
tests to pigs’ corticotrophin and responded to anti- 
histamines and/or adrenaline therapy. 

Stevenson (1952), in the discussion of these cases, 
stated that his group had found 6 of 113 patients hyper- 
sensitive to corticotrophin ; 1 patient, who received 25 
mg. of corticotrophin 133 days after discontinuation of a 
32-day course of corticotrophin, developed within 30 
minutes a severe reaction characterised by shock, syn- 
cope, vasodilatation with severe congestion of the 
conjunctive, and muscular irritability to the point of 
involuntary spasm. He revived completely after 6 hours. 
This reaction was considered to be due to hypersensitivity 
to corticotrophin ; skin tests, though positive to cortico- 
trophin, were not positive to porcine muscle extract. 
Stevenson advised a test dose of 5 mg. of corticotrophin 
injected intramuscularly before larger amounts are 
injected, if more than 10 days have elapsed since the 
previous injection of corticotrophin. 

Route of Administration.—Intravenous, intramuscular, 
and subcutaneous routes are all incriminated in published 
reports : 

Wilson (1951) reported protein shock, from intravenously 
administered corticotrophin 20 mg. in saline solution 500 ml., 
in 2 patients. Within 15 minutes of the onset of the therapy 
both patients developed nausea, headache, low back pain, and 
shaking chills; the injection was stopped at once, and an 
hour later both patients had circulatory collapse and became 
acutely ill. Both patients recovered. Skin tests done with 
the same batch of corticotrophin were negative. 


Intermittent Therapy.—Increased — susceptibility to 
hypersensitivity appears to be more likely after cortico- 
trophin has been given for some weeks or when cortico- 
trophin is given again after an interval of weeks or 
months. 

Dosage.—Total dosage, or the amount of cortico- 
trophin necessary to provoke a reaction of hypersensitivity 
has not been fully investigated. 

Allergy.—A_ history of allergic reactions or allergic 
disease seems to favour somewhat untoward reactions to 
corticotrophin. 

Species or Organ of Origin of Corticotrophin.—Anaphy- 
lactic and hypersensitivity reactions may attend the use 
of both bovine and porcine corticotrophin, even though 
the pituitary extract is thoroughly hydrolysed in the 
manufacture. Preparations available in this country are 
of bovine origin (Crookes) and porcine (Organon) and 
contain a small amount of posterior lobe of pituitary 
gland with pressor and oxytocie substances, which, 
however, are less in more recent methods of extraction. 

Types of Reaction.—Sensitivity reactions to cortico- 
trophin, or to some factor produced in its preparation, 
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may be of two types (Thorn et al. 1953): (1) immediate 
(i.e., within minutes of intramuscular or intravenous 
administration), producing bronchospasm, angioneurotic 
edema, itching, urticaria, and very rarely anaphylactic 
shock ; and (2) delayed (i.e., several hours after the start 
of corticotrophin therapy). Further, Thorn states that 
a responsive adrenal cortex will protect the patient to a 
considerable degree against sensitivity, and therefore 
there is more likelihood of adverse reactions if the patient 
has undergone bilateral adrenectomy or has either 
Addison’s disease or panhypopituitarism. 


Case-record 


A merchandise storeman, aged 27, was referred to one of 
us (B. H. R. H.) for dermatological consultation in October, 
1952. In June of that year he had developed on his face and 
neck an irritable and exudative dermatitis, which had spread 
to his groins, thighs, and upper arms. He had been admitted 
to the Memorial Hospital, Hastings, in August, 1952, and 
given a course of intramuscular corticotrophin (Organon) of 
porcine origin 10 units 6-hourly for 27 days, followed by 25 
units 6-hourly for 6 days, with partial improvement in his 
skin condition. On Sept. 28, 1952, he was permitted to leave 
hospital for the afternoon, and on his return was given his 
evening dose of corticotrophin. Within 15 minutes he became 
prostrate and weak and developed a rigor, weak pulse, and 
transient loss of consciousness. He recovered rapidly after 
vomiting and was quite normal within 30 minutes. This 
reaction was thought to be either a petit-mal attack or due to 
hypokalemia. Corticotrophin therapy was discontinued, and 
the patient was given phenytoin sodium (‘ Dilantin’). He 
was discharged from hospital on Oct. 2, 1952. He gave no 
history of either skin disease or allergic disorder. There was a 
history of asthma in his maternal grandfather. He had had 
no previous illness except mild concussion from a football 
injury 2 years previously, and of minor attacks of loss of 
consciousness without tonic muscular movements, provoked 
by emotional upset; a physician had diagnosed them as 
hysterical fits. No occupational cause was found for the 
dermatitis, and patch-tests to likely occupational and domestic 
substances were negative. The patient was under treatment 
until June, 1953, during which time the dermatitis on his face, 
neck, and thighs recurred several times and showed no great 
improvement with a rest from work. The only significant 
feature elicited was sensitivity to streptomycin ointment. He 
was admitted to Napier Hospital on June 22, 1953, with acute 
dermatitis which had been present with varying severity on 
the face, neck, and groins for 2 years. 

On examination nothing abnormal was found apart from 
dermatitis. The urine, chest radiographs, and a differential 
blood-count were normal. 

Second Course of Corticotrophin.—On June 23, 1953, at 
9 p.M., 25 units of corticotrophin (Crookes) of bovine origin 
was given intramuscularly. 10 minutes later the patient 
complained of feeling queer and sick. He had a severe rigor 
and became unconscious. Signs of peripheral circulatory 
failure then developed; he sweated and became deeply 
eyanosed, with cold and mottled extremities. His heart 
sounds became inaudible and his blood-pressure unobtainable ; 
his respiration became shallow and irregular, The adminis- 
tration of nasal oxygen was started. Intravenous nikethamide 
2 ml. and subcutaneous adrenaline 10 minims were given. A 
‘ Plasmosan’ drip containing 10 minims of adrenaline was 
next infused rapidly, and the patient’s condition slowly 
improved. His blood-pressure became recordable at 60/40 
mm. Hg, and pulse-rate 140; his colour improved, his 
respirations became deep and rapid, and he became restless. 
Severe shock lasted 25 minutes. For the next 10 hours the 
patient was extremely restless. His blood-pressure was 
maintained, at about 9060 mm. Hg with ‘ Neo-Synephrine 
Hydrochloride’ in a glucose-saline infusion. 12 hours later 
he was semiconscious. He reacted to painful stimuli and 
could swallow fluids. His colour was good, and his blood- 
pressure normal and sustained. An infusion of 450 ml. of 
50% glucose produced little change in his condition. For the 
next 8 days his consciousness remained somewhat impaired. 
He was given milk, glucose, and ‘ Casilan’ by mouth, an 
adequate fluid and caloric intake being maintained. Lumbar 
puncture on June 25 produced cerebrospinal fluid under a 
pressure of 250 mm. H,O and containing protein 75 mg. per 
100 ml. ; and on June 29 under a pressure of 130 mm. H,O 
and containing protein 90 mg. per 100 ml., but otherwise 


* 


Passive-transfer tatvadermal reactions in upper arm to patient’s serum 
and (from left to right in upper row) to physiological saline solution, 
to ‘ Antuitrin S.’ 1/100 (both negative), and (from left to right in 
lower row) to porcine corticotrophin (Organon) 1/100 (positive) 
and to bovine corticotrophin (Crookes) 1/100 (negative). Sites 
sensitised 48 hr. before test with 0:1 mi. of patient’s serum. Test 
solutions diluted with physiological saline solution, and 0:1 ml. of 
1/100 injected into sites intradermally. Readings as above after 20 
minutes. 


normal. The level of total non-protein nitrogen in the blood 
was 46 mg. per 100 ml. on June 27 and rose to 138 mg. per 
100 ml. on July 1. Blood-counts were normal. Tarsorraphy 
for corneal ulceration was done on June 29. 

Tests for Allergy.—Prausnitz-Kiistner passive-transfer intra- 
dermal tests gave the results shown in the accompanying 
figure. 

Patients treated with the same batch of bovine cortico- 
trophin as the patient had no untoward reactions. 

Outcome.—On July 1, after several cyanotic attacks, the 
patient died. 

Necropsy Findings.—The cerebral convolutions were 
moderately flat, and the brain and its venous channels were 
much congested. The lungs showed subpleural ecchymoses, 
basal congestion, and terminal bronchopneumonia. The 
heart was normal. The alimentary canal, abdominal organs, 
and suprarenal and pituitary glands were normal. The 
histological appearance of the brain and pituitary and 
suprarenal glands was normal. 

Summary 

An immediate anaphylactoid reaction to bovine 
corticotrophin which was fatal is reported. 

The reaction must be considered to be non-specific, 
judged by passive-transfer skin tests. 

A reaction after a long course of porcine corticotrophin 
9 months earlier was undoubtedly due to anaphylaxis. 

Neither previous history nor direct scratch skin tests 
in the patient elicited any hypersensitivity to pork or 
beef. 

Death was the result of prolonged cerebral anoxia, 
produced by the anaphylactoid state, and associated 
circulatory collapse of 25 minutes’ duration. 

There were no clinical signs of urticaria, angioneurotic 
cedema, or bronchospasm before or during the anaphy- 
lactoid reaction. 

Necropsy indicated that death was directly due to 
anaphylactoid shock. 
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MALLET FINGER 


Mark L. Mason 
F.R.C.S.E. 


SENIOR ORTHOPADIC REGISTRAR, SOUTH EAST KENT, 
CANTERBURY, AND ISLE OF THANET GROUPS OF HOSPITALS 


MALLET finger, a deformity due to a lesion of the 
extensor tendon of a terminal phalanx, is met with in 
both general and hospital practice. 

Lloyd (1949), Kirkham (1949), Le Vay (1949), and 
Gissane (1949) have discussed the poor results of the 
usual treatment. Lloyd also noted the financial loss to 
the patient and the community that this treatment often 
entailed. 

That the disability may not be very great is well 
recognised, and consequently often no special splintage 
is advised. 

To give the extensor tendon of the affected finger its 
best possible chance of repair, it is generally considered 
that the terminal interphalangeal joint should be kept in 
hyperextension and the proximal interphalangeal joint 
held in flexion for six weeks. This is usually achieved 
by putting the finger in a full plaster-of-paris cast with 
the proximal interphalangeal joint flexed to 90° and the 
terminal interphalangeal joint hyperextended. This cast 
is very difficult to apply correctly, and it invariably 
softens at the pulp of the finger and allows the terminal 
interphalangeal joint to flex. Moreover, by virtue of its 
bulk, the patient experiences great difficulty in using the 
affected hand. He is handicapped in his normal work 
because right-handed patients usually sustain the 
deformity in the right hand, and left-handed patients 
in the left hand. Unfortunately, even after six weeks’ 
immobilisation, which often necessitates being off work 
for six weeks, the deformity may remain unchanged. 

The simple ‘‘ Enid ’’ splint described below, although 
not improving the final results, does allow much greater 
use of the finger and hand. { 


METHOD 

Fifty-two patients with mallet finger were treated and 
followed up. Twenty-six patients were treated by the 
plaster technique, and twenty-six with the ‘“‘ Enid”’ 
splint. Each patient of the two groups was treated within 
two days of the injury, all others being excluded from 
the survey. There was no selection of cases for either 
group. 

Only twenty-six patients (thirteen in each group) 
regained full extension of the terminal interphalangeal 
joint of the finger after six weeks’ immobilisation. The 
patients of either group whose radiographs showed a 


a b 


The ‘‘ Enid” splint : a, adhesive strapping, cork, felt strip, and wooden 
spatula ; b, the splint applied. 


flake fracture of the base of the terminal phalanx usually 
regained full extension of the joint. 

Almost all the patients treated with the ‘“ Enid” 
splint could do their normal work during treatment. 
Most of the patients treated in a plaster-of-paris cast 
could not, or did so with difficulty. If mallet finger is to 
be treated at all, therefore, the ‘“‘ Enid’’ splint has a 
definite advantage over the generally used plaster method 
in allowing freer use of the finger and hand without 
impairing the final result. 


THE ‘‘ ENID SPLINT 


The splint consists of a wooden spatula (tongue 
depressor) cut to a length which allows flexion of the 
proximal interphalangeal joint of the affected finger. 

Between the splint and the end of the finger is 
inserted a wedge-shaped piece of cork, with its thick end 
distally, which is fixed to the rounded end of the spatula 
either with glue or by covering both the cork and the 
spatula with adhesive strapping. 

The splint is applied to the finger so as to hyperextend 
the terminal interphalangeal joint, and bound to it with 
strips of adhesive tape, after the dorsum of the finger 
has been protected with a strip of felt. The proximal 
interphalangeal joint is left free (see figure). The strap- 
ping, which can be waterproof, is reinforced by the 
doctor or the patient as required. The splinted finger 
can be protected with a rubber finger-cot. 

No originality is claimed for this splint. 


I wish to thank Mr. R. Mason for the photographs. 
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PROGRESS IN RHEUMATIC CHOREA 
A SIMPLE TEST 


S. E. Kerman 
M.B. Lpool, M.R.C.P., D.C.H. 
LECTURER IN CHILD HEALTH IN THE UNIVERSITY OF LIVERPOOL ; 
CONSULTANT PZDIATRICIAN, ALDER HEY CHILDREN’S HOSPITAL, 
LIVERPOOL 


THE course of rheumatic chorea is very capricious 
and its pattern so variable that assessment of progress 
may be difficult. When the grosser movements have 
subsided much superfluous muscle activity often persists, 
and associated movements may also linger. These are 
often difficult to assess objectively and to record in such 
a way that daily or weekly progress may be determined. 
For the most part there is only an impression that 
movements are made more or less clumsily, or that the 
associated movements are increased or diminished. 

In attempting to assess the response to treatment 
with corticotrophin Dixon and Bywaters (1952) used 
three methods : 


(1) Clinical Grading.—This is the simplest method, but 
the grading is relatively crude and the distinction between 
grade 1 (just discernible chorea) and the more severe grades 
may be difficult. 

(2) Dexterity Test.—The time taken by the patient to put 
100 small plastic pegs in a standard peg-board is used as 
an index of severity. Dixon and Bywaters suggest an 
arbitrary normal upper limit of four minutes, but observation 
has shown that a patient with obviously active chorea can 
often complete the test in less time than this. Further, 
there is no doubt that skill in doing the test improves with 
practice, irrespective of activity of the chorea, and that older 
children perform much better than the younger. 

(3) Kinetic Bed.—Movements of the child lying on an 
inflated cushion are recorded through a tambour on to a 
smoked drum. This is quite an elegant method but is too 
elaborate for routine use. 
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One of the most constant signs in chorea is unsteadiness 
of the grip, giving a type of ‘‘ milking’? movement 
when one or two of the examiner’s fingers are gripped by 
the patient’s hand. With a sphygmomanometer cuff it 
is possible to measure the degree of fluctuation of the 
grip and thus to assess the degree of steadiness. The 
cuff is rolled up into a cylinder and, after it has been 
attached to the sphygmomanometer, it is inflated so 
that fairly gentle pressure will push the mercury up to 
100-120 mm. After making sure that there are no 
leaks in the system the operator asks the patient to 
grip the rolled-up cuff so as to keep the mercury steadily 
at say, the 100 mm. mark. The normal child can keep 
it quite steady, with fluctuations of not more than 1 or 
2 mm. above and below, for at least two minutes. Even 
with quite mild chorea, however, considerable fluctua- 
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tions occur, which increase as the child tries to correct 
them. As the chorea settles down, the fluctuations 
become less and eventually fall to the normal range. 
The range of fluctuation can be recorded at intervals, 
and a graphic record can easily be made by attaching 
the cuff to a water manometer or a tambour recording 
on a smoked drum. 

Other involuntary movements, such as tremor, would 
also give abnormal fluctuations, but these would be 
regular, unlike the complete irregular pattern which is 
typical of chorea. Similarly, in myasthenia there would 
be a steady fall in the mercury column with no well- 
marked fluctuations. 

The test, which is extremely simple, seems to give a 
fairly reliable objective assessment of progress. 


REFERENCE 
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MECHANICAL SCREWDRIVER FOR THE 
NAIL-PLATE OPERATION 


PROBABLY the most time-consuming, and certainly 
the most laborious, stage of the operation for the applica- 
tion of a nail-plate in such conditions as pertrochanteric 
fractures of the femur is the insertion of the long screws 
which hold the plate to the femur. 

The screwdriver illustrated provides a means whereby 
this stage can be reduced in time and effort. It was made 
by modifying a disused Kirschner wire drill of the 
Sven Johannson type. The modification consisted in 
removing the clamping screw which held the Kirschner 
wire and replacing it by a metal boss with screw thread, 
from which projected a short screwdriver blade. Over 
the blade was fitted a screw-holding sleeve (A) of the 


Muller and Bishop type, which is similar in principle 
to that described by Thomas.! The distal portion of the 
original finger-grip was also removed. 

In use the instrument is held horizontally, being 
supported by two fingers of the left hand on the finger- 
grip (B), at the same time slight pressure being exerted 
by the body against the plate (Ee). The knurled collar (D) 
is moved to and fro, providing a continuous clockwise 
rotation of the screwdriver blade. 

The screw-holding device allows the instrument to 
be handed ready loaded with a screw to the operator 
after each drill hole has been made. As is the case 
with all screw-holding screwdrivers, it is necessary 
to leave about '/, inch of the screw projecting so as to be 
able to slacken the sleeve and to remove the screwdriver 
with ease. If perchance the screw is driven too far home, 
a small tapered tommy bar (c) fitting into a hole in the 
shaft allows an anti-clockwise turn or two. The final 
tightening-up of the screws is done with an ordinary 
screwdriver. 

I wish to thank Mr. Geoffrey Hyman, on whose patients 
this instrument has been used, for his encouragement and 
enthusiasm at all times ; and Messrs. Chas. F. Thackray Ltd., 
of Leeds, who are now manufacturing this instrument, for 
their skilful execution of the modifications described and for 
supplying the illustrations. STANLEY HULMAN 


M.B. 


Orthopeedic Registrar to the Halifax 
Group of Hospita's, Yorks 


1. Thomas, F. B. Lancet, 1946, i, 310. 


Reviews of Books 


The Power of Poison 


Joun GLaIsTER, professor of forensic medicine, University 
of Glasgow. London: Christopher Johnson, 1954. 
Pp. 262. 18s. 


In this comparative study of well-known poison cases 
of recent times Professor Glaister examines the defences 
of society against the poisoner and the subterfuges that 
have been used to penetrate them. 


He discusses the technique of notorious poisoners, their 
personalities, their defences in court, and the mistakes that 
led to the detection of their crimes, illustrating his argument 
from evidence given, speeches of counsel, and addresses to 
juries from presiding judges. He discusses the establishment 
of proof, the diagnosis of poisoning from disease, the evidence 
of poison, the way in which it can 
be administered, how the Poison 
Acts can be defeated, and the 
safeguard of death certification. 
The book ends with an extended 
description of four trials involv- 
ing a charge of murder by the 
administration of a different 
poison, the last being the Merry- 
field case. 


Professor Glaister believes 
that with present-day methods 
of pathology and _ toxicology 
the poisoner has ‘“ but a poor 
chance of escape.” But there are frightening loop- 
holes in the law. Phosphorus rat poison can be 
bought at a chemist’s shop without signature. Arsenic 
can be obtained in a variety of ways. For instance 
one witness explained that he got the arsenic at the 
place where he worked, that arsenic was used in glass- 
making, and that it was kept in a big barrel about 
two feet in height. He said that he was able to remove 
some without anybody noticing. So far as he knew, it 
was never missed. He appropriated two or three pounds 
of it, placed it in a paper bag, and handed it to a friend 
to destroy rats. This book, besides providing interest 
and information, may well serve a useful purpose in 
promoting stricter regulation of the distribution of 
poisonous substances. 


Surgical Infections 
Prophylaxis, Treatment, Antibiotic Therapy. Epwin J. 
PULASKI, M.D., D.M.SC. (surgery), deputy director, division 
of surgery, Walter Reed Army Medical Center. Spring- 
field, Ill.: Charles C. Thomas. Oxford: Blackwell 
Scientific Publications. 1954. Pp. 332. 55s. 6d. 


Ir is the ramifications, as well as the multiplicity, of 
drugs at his disposal which bewilders the surgeon when he 
wishes to apply antibiotic treatment. Will he disturb 
the bacterial flora to the exclusion of organisms in 
competition with the one he wishes to discourage ? Will 
a new and resistant species thus develop ? Is the selected 

ose too small or too great, and has the appropriate drug 
been chosen? ‘These are some of the questions which 
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tend to be shelved rather than solved in the hurly-burly 
of the daily surgical round. Dr. Pulaski has gone some 
way to answer them in the first part of his monograph, 
which is concerned not only with the chemistry, bio- 
chemistry, and _ bacteriology of each antibiotic but 
also with its disadvantages and dangers. Indeed the 
dominant note of the first of these two chapters is a timely 
warning of the serious consequences of indiscriminate or 
imperfect use of these drugs. He also includes valuable 
tables giving the concentration of penicillin, strepto- 
mycin, aureomycin, and chloramphenicol to be expected 
in the various body-fluids for any given dose. 


Dr. Pulaski originally intended to limit his monograph to 
the use of the antibiotics in surgery, but his surgical instinct 
persuaded him that this might prove misleading. ‘* Antibiotic 
therapy is adjunct therapy and can be properly discussed only 
in the light of the surgical therapy which it supplements ”’ is 
how Dr. de Bakey expresses it in his foreword. And so 
Dr. Pulaski added six chapters describing the clinical features 
associated with infections in every site of the body, and the 
treatment appropriate for each. But he has been less successful 
in implementing his afterthought, and many readers will 
wish that he had given the space to broaden the scope and 
add to the detail of his valuable first intention. 


Cold Injury 


Transactions of the Second Conference, November, 1952, 
New York. Editor: M. Irent FeErrer, assistant 
professor of clinical medicine, Columbia University 
College of Physicians and Surgeons, New York. New 
York: Josiah Macy, Jr., Foundation. 1954. Pp. 225. 
$4.00. 


Two papers in the present collection have a general 
interest beyond their immediate context. 

The first of these describes the application of epidemiological 
methods to an inquiry into the incidence of a non-communic- 
able disease: Commander Schumann of the United States 
Public Health Service thereby succeeded in demonstrating, 
in Korea, a higher incidence of frostbite in Negro as opposed 
to white troops. A number of possible alternatives were 
reviewed in a lively but inconclusive debate on the interpreta- 
tion of this finding. In the second paper, Dr. Dugal deals 
with ascorbic acid as a protective against the general 
effects of cold in rats. Further study of this action 
pointed to a possible synergism between ascorbic acid and 
corticotrophin, 


The remaining full-length paper, by Dr. Adams-Ray, 
is more concerned with the locally injurious effect 
of cold. Histological examination of small superficial 
areas of tissue from amputated limbs, which had been 
frozen with ethyl chloride before operation and then 
warmed up at different rates, revealed less damage after 
rapid than after slow thawing. The subsequent discussion 
centred on vasomotor factors in relation to environmental 
temperatures and included a brief account of the ‘* photo- 
grammetric ’> method of measuring volume-changes in 
various parts of the living body. This ingenious 
procedure relies on serial stereoscopic photography. 


Experimental Studies in Psychiatric Art 
E. CunNINGHAM Dax, M.B., B.SC., D.P.M., late medical 
superintendent, Netherne Hospital, Coulsdon, Surrey. 
London: Faber & Faber. 1953. Pp. 100. 18s. 


Dr. Dax disclaims any attempt to describe ways in 
which art activities could be used therapeutically for 
mental disorder: he is content to give a detailed account 
of the facilities available to patients in the large mental 
hospital of which he was medical superintendent, and 
to discuss the patients’ use of them. 


He gives special attention to the examination of some 
features in patients’ paintings—particularly representations 
of the eye—which throw light on their state of mind. He 
describes interesting, but apparently crude, experiments on 
the response of patients to different compositions, as shown 
by what they painted after hearing the pieces played on a 
gramophone. It was found that the type of music had no 
significant effect on the colourfulness, artistic merit, or 
emotional turmoil discernible in the ensuing paintings, but 
that it did influence the amount of movement and the gaiety 
or depression attributed to them by the observers. The 
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experiment is unfortunately described in very general terms, 
and no precise information is given which would permit the 
evidence to be examined. The findings after cerebral injury— 
mainly leucotomy—are likewise presented in broad outline. 
The concluding chapters deal with the relation between art 
and mental illness, and the need for fuller investigation. 
The work is illustrated with 51 plates, and has a rather patchy 
bibliography, containing nearly 80 titles. 


Acute Renal Failure 
ARTHUR GROLLMAN, M.D., PH.D., F.A.C.P., professor and 
chairman, department of experimental medicine, South- 
western Medical School of University of Texas. Spring- 
field, Ill.: Charles C. Thomas. Oxford: Blackwell 
Scientific Publications. 1954. Pp. 92. 30s. 


INTEREST in this condition was stimulated during the 
second world war when it often occurred in battle 
casualties and in crush injuries during air-attack. Pro- 
fessor Grollman in this excellent monograph has clearly 
summarised the results of the vast investigations of the 
last fourteen years. 


The chapters on xtiology and pathology deal with the 
proximal tubular necrosis of metallic intoxications and the 
more diffuse and patchy tubular lesions of acute tubular 
necrosis. The importance of renal ischemia in the etiology 
of the latter is correctly emphasised, but symmetrical renal 
cortical necrosis and the anuric type of acute glomerulo- 
nephritis are less adequately described. The clinical manage- 
ment outlined is in accordance with modern physiological 
principles and will offer an excellent guide to the physician 
in charge of these patients, though many clinicians in this 
country consider that cation-exchange resins for removal of 
excess potassium are of greater value than Professor Grollman 
allows. He does not mention parenteral administration of 
40°% glucose into the superior or inferior vena cava in patients 
unable to tolerate fluid by mouth, and some would hold that 
the more dilute glucose solutions he recommends are of 
inadequate calorific value and of less efficiency in inhibiting 
endogenous protein breakdown. He gives an_ excellent 
practical account of treatment by peritoneal dialysis and 
briefly discusses other dialysis methods which are less effective 
or which need apparatus available only in a few specialised 
centres. 


Collected Works of C. G. Jung 
Sditors: “Sir Hersert Reap; Forpuam, 
M.D., M.R.C.P.; GERHARD ADLER, PH.D. Vol. 7. Two 
Essays on Analytical Psychology. Vol. 12. Psychology 
and Alchemy. London: Routledge & Kegan Paul. 1953. 
Pp. 319 and 553. 25s. and 35s. respectively. 

AMONG the least inviting books on library shelves are 
those opera omnia which attest a once powerful system, 
a widely debated philosophy—the lifework of some 
La Mettrie or Duns Scotus who was great and fertilising 
in his time but now offers only dusty food for historians 
and thesis writers. It is impossible to judge which of 
the sages of our day must soon share this fate, and which 
will remain for generations to come potent intellectual 
forces, less perhaps than Kant or Aquinas but at least 
as strong as Locke or Malebranche. Many people would 
confidently promise C. G. Jung a continuing credit and 
respect: for them the appearance of the first two 
volumes of his collected works, in an English translation, 
is an earnest of his enduring influence. 


The first of the volumes to be published is from an expanded 
version of the lectures on individuation, redemption, and 
alchemy which were translated in The Integration of the 
Personality ; the other volume is derived from a likewise much 
expanded version of the Two Essays on Analytical Psychology. 
The books, though chronologically out of turn, are rightly given 
precedence, for the studies of alchemy set out the main 
theme of Jung’s later work, and the Two Essays are funda- 
mental to his psychology. As the Two Essays in their 
original German have been much modified in successive 
editions, the editors have appended translations of the original 
drafts, thus permitting comparison’ which illuminate the 
change in Jung’s views over twenty-five years. In this as in 
other respects they have done their work well: the biblio- 
graphical data, format, type and illustrations are excellent 
and the translation, by Mr. R. F. C. Hull, is idiomatic and 
faithful. 
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MOTION SICKNESS 


Asa result of an evaluation* of a number of 
drugs, including other antihistaminics, for 
their ability to protect against motion sick- 
ness it was shown that the active constitu- 
ent of Ancolan was ‘the only compound 
that protected when given but once daily’. 


* (Journal of Pharmacology and Experi | Therapeutics, Dec. 1952, 
Pp. 376). 


LLL ALLA A A 


Its advantages are — 
LONG DURATION OF ACTION 
EXCEPTIONALLY WELL TOLERATED 


Tablets containing 25 mg. meclozine dihydrochloride 


DOSAGE : 
(« 1 or 2 tablets 1 hour before commencement of journey ) 
\ 
Basic N.H.S. prices: 
\ Bottles of 25 tablets 3/8 and 250 at 32/6 UU 
3 
(i Descriptive literature is available on request. } ))) 
(( THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.I ))) 
41 


compound male hormone tablet 


Viredrin 


androgen/oestrogen therapy plus 
controlled stimulation of the cortex 


INDICATIONS FORMULA P.1/., S.1., S.7. 
anxiety-neurosis sexual asthenia Methyltestosterone B.P. 5.0 mg. Bromvaletone B.P.C. 50 mg. 
neurasthenia } melancholia Ethinyloestradiol B.P. 0.001 mg. Carbromal B.P.C. 150 mg. 
tension-fatigue schizoid reactions Dexamphetamine Sulph. B.P.C. 2.5 mg. 
COST 


basic N.H.S. 25 tablets 5/4d. viredrin is freely prescribable on E.C.10. 


clinical sample and literature will be gladly sent on receipt of signed request 


CPL CLINICAL PRODUCTS LTD. RICHMOND, SURREY 
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distinct advance on previous forms of treatment. 


Literature on application. 


HANBURYS 


BISHOPSGATE 320! (20LINES) TELEGRAMS "GREENBURYS BETH ‘LONDON'” 


In the treatment of many infections of the gastro-intestinal tract, 
combined therapy with streptomycin and sulphaguanidine is a 


Guanimycin in which streptomycin sulphate is combined with 
sulphaguanidine is indicated for the treatment of gastro-enteritis, 
bacillary dysentery, summer diarrhoea, salmonella food poisoning 
and other mixed infections of the gastro-intestinal tract in infants, 
children and adults. 


Guanimycin is issued as a stable dry powder from which a 
smooth, palatable, homogeneous suspension may be made by simple 
mixture with water. 


Trade Mark 


ORAL STREPTOMYCIN SULPHATE with SULPHAGUANIDINE 


In bottles to prepare 4 fluid ounces. 


LONDON €E 2 
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Leucotomy: a Responsibility 


WueEn frontal leucotomy was introduced, over 
fifteen years ago, in the treatment of severe and long- 
continued mental illness, the earlier results were very 
impressive. Patients who had been withdrawn and 
inaccessible for years seemed able, after operation, 
to regain contact with the world around them ; while 
those whose aggressive outbursts had required their 
continual confinement in the refractory ward or the 
padded cell could be allowed to move freely among 
their fellow patients and take part in the limited social 
activities of the hospital. In some, the social ameliora- 
tion was such that they could go home again and even 
return to employment. When months and sometimes 
years confirmed these improvements, the new treat- 
ment was regarded as revolutionary by those familiar 
with the previous outlook for chronic psychosis and 
especially for schizophrenia. And within limits this 
revolutionary promise has been fulfilled. Young 
schizophrenics no longer fill the hospitals, waiting for 
the inevitable march of deterioration, nor are the 
refractory wards occupied by large numbers of 
unpredictably aggressive or catatonic patients; and 
this change is certainly due in part to leucotomy. 
True, these results are gained at a price—some flat- 
tening of the personality, a certain apathy and loss of 
discriminative behaviour in the emotional and perhaps 
also the intellectual sphere; but in the case of the 
established psychotic whose personality is already 
disorganised most people would not think this price 
too high for what seems to be gained both by the 
patient himself and the community. This certainly 
appears to be the view of the mental-health authorities 
of those State governments in the United States, and 
more recently in Australia, which are sponsoring 
widespread leucotomy programmes. 


The operation, however, is no longer confined to 
patients with psychotic illness. Its power to reduce 
tension and mental distress suggested its use in the 
symptomatic treatment of severe obsessional and 
anxiety neuroses and in cases of intractable pain 
caused by incurable disease such as neoplastic 
secondaries ; and it has now been used in both these 
fields. Here the problem of personality changes is of 
preponderant importance. In these patients the finer 
shades of behaviour—tact, self-restraint, the ability 
to appreciate “ the substance of things hoped for, the 
evidence of things not seen”; those features that 
give the individual flavour to personality and make 
someone the well-loved friend or relative—are still 
preserved, even though at times they may be clouded 
by disease. Hence in contemplating any operation 
that may work a lasting change it is essential that the 
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patient so far as possible, and above all the relatives, 
should be fully informed both of what is at risk and of 
how large or small the risk is. When it is a matter of 
intolerable suffering in the incurable, and when death 
cannot be far off, the decision may be relatively easy. 
Though leucotomy will not have any direct effect on 
the perception of pain (which may indeed be mani- 
fested with less restraint) it will usually induce a 
placid indifference to the expectation of a further 
attack ; and where (as so often) the apprehension of 
what is to come is a large element in the patient’s 
distress, the operation may in practice be preferable 
to the liberal administration of sedatives and morphine, 
which also damage. personality. The case of neurotic 
illness, however, is in a different category. Here the 
patients may have most of life before them, and may 
be expected to live it in the world and not in a mental 
hospital. The symptoms of their illness may be 
making existence unendurable for them, and almost 
unendurable for their relatives, and the demand for 
relief may thus be so inrperative that any suggested 
treatment will be welcomed and its risks ignored ; but, 
if so, the doctor must take all the more pains to ensure 
that those concerned fully understand the dangers 
of the procedure as well as its likely benefits. If a 
standard leucotomy is being considered, these dangers 
undoubtedly include a small possibility of producing 
an apathy so profound that life is lived on a vegetable 
level, or a lack of restraint and inhibition so great as 
to disrupt all the usual amenities of social life. Such 
catastrophes are very rare, especially now that the 
more posterior cuts are avoided; but this is no 
consolation to an unprepared family when they do 
occur. In America (as we report on p. 1233) some 
urge that the chief risks should be stated in detail on 
the form of consent to operation, as a safeguard not 
only for the patient but also for the neurosurgeon. 


In the treatment of neuroses a standard leucotomy 
is now seldom if ever used. Other and more limited 
procedures have been specifically devised for the 
purpose, and a measure of success has been reported 
with partial deucotomies, orbital undercutting, excision 
of parts of the frontal cortex (including cingulectomy), 
and even direct coagulation of parts of the anterior 
thalamic nuclei. With all these operations the 
personality changes are less; but there are always 
changes. In ordinary social intercourse they may not 
be obtrusive, or even detectable; but, when the 
texture of life includes the subtler harmonies of 
emotional and intellectual response, the difference in 
the patient may be crucial to those who are near to 
him. Often these potential disadvantages will be quite 
outweighed, for patient and relatives, by the increase 
in his happiness and efficiency ; but (to put it no 
higher) an operation with such effects can never be 
recommended as one might prescribe a seaside holiday 
or a course of the latest antibiotic. It is the doctor’s 
clear duty to ensure that all the consequences of the 
treatment are appreciated as fully as possible, so that 
neither relatives nor patients can afterwards feel that 
the decision would have been different if they had 
been more fully informed. This will at times require 
discussion of ethical, religious, or even ssthetic 
problems: but if the doctor presumes to advise on 
matters of such ultimate importance he should be 
prepared to fit himself for the responsibility. 
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Is Hypertension a Disease ? 


VaRIOUS upper limits to the normal arterial pressure 
have been suggested, without any good evidence in 
support of the chosen figure. Such evidence might 
be obtained from two types of inquiry : first, whether 
there is a level at which the height of the pressure 
begins adversely to influence survival ; and, secondly, 
whether study of the distribution of pressures in the 
whole population will reveal the constituent distribu- 
tions of normal and pathological pressures. There 
is a good deal of information on the first issue from 
life-assurance records.! These show that high pressures 
do lessen life-expectancy, while at the opposite 
end of the scale the advantage of a low pressure 
persists however low the level. Since people with low 
pressures do not usually suffer any inconvenience, 
one may suspect that the “normal” pressure is 
unnecessarily and wastefully high. The answer 
suggested by the first sort of evidence is then that the 
whole human race, or at least the Western part of 
it, is hypertensive. The second question has now been 
carefully studied by PickERING and his colleagues.” 
They find that the distribution of pressures at all 
ages is of the quasi-normal type usual in biological 
measurements. The mean and variance of the pressures 
both increase steadily with age, but there is no 
suggestion of the segregation of a group of “ patho- 
logical” high pressures. The inheritance of the 
pressure level was also studied *; and it was found 
that, allowing for the effect of age, first-degree 
relatives do resemble each other in the height’ of their 
pressures, the correlation coefficient being about 
0-2. For example, relatives of a group of hyper- 
tensives whose average pressure at a certain age is 
50 mm. Hg above that of the general population, 
will themselves have at that age an average pressure 
some 10 mm. above the general average; but the 
distribution of pressures within the group will be 
similar in form to that in the whole population. 
This type of inheritance is similar to that for most 
body measurements, and suggests multigenetic deter- 
mination. The correlation is lower than that found 
with many other measurements, but is not far from 
that shown, for instance, by ear measurements 
and does not necessarily imply that genetic factors 
are less important than environmental.‘ There 
is obviously no support here for the notion that a 
single gene is responsible for pathological hypertension. 

The implications of these facts are far-reaching. 
There appear to be no grounds for regarding essential 
hypertension as a disease, or as anything other than 
an arbitrary upper section of the normal range of 
pressures. Certainly life-expectancy decreases as 
the pressure rises; but the same is true for weight, 
and we do not feel it necessary to postulate a disease 
of essential obesity. The association between high 
pressure and cardiovascular complications is after 
all not very close—one patient will succumb in middle 
life to cardiac failure while another will maintain a 
pressure of the same order into his seventies without 
even ventricular hypertrophy. Moreover, in extreme 


1. Dublin, L. I., Lotha, A. J., Spiegelman, M. Length of Life. 
New York, 1949. 

2. Hamilton, M., Pickering, G. W., Fraser Roberts, J. A., Sowry, 
G. 8. C. Clin. Sci. 1954, 13, 11, 38. 

3. Hamilton, M., Pickering, G. W., Fraser Roberts, J. A., Sowry, 
G. 8. C. i 


Ibid, p. 273. 
4. Tanner, J. M. Jn Clinical Genetics. London, 1953. 


age, we can meet the same complications in patients 
whose pressures are not above the average for their 
age. Morbid anatomists often ignore this feature 
by invoking the doctrine (not shared by clinicians) 
that the blood-pressure commonly drops greatly 
with the onset of cardiac failure; but there need be 
no difficulty in regarding ventricular failure, for 
example, as determined by the interaction of various 
factors: quality of the muscle, work load, and 
length of exposure—that is, age. 

To accept such a view of essential hypertension 
is not, of course, to-deny that pathological rises of 
pressure occur, as in renal disorder, or that there are 
circumstances (notably when arteriolar necroses are 
occurring) when the lowering of the pressure is a 
proper, and indeed urgent, object of therapy. But 
this view does emphasise the importance of the state 
of the vascular system rather than the height of 
the blood-pressure. 


After Hospital 


Wuat, in fact, are the results of hospital care ? Do 
the people who leave hospital cured or improved 
maintain their health? In an attempt to answer this 
question Prof. THomas Frereuson and Dr. A. N. 
MacPuatt ! have studied an unselected group of 705 
men treated in acute medical units in the West of 
Scotland—two in teaching units in city hospitals, two 
in key provincial hospitals. Their chief finding is 
summarised, in their preface, as follows : 

‘It seems clear that further breakdown is sometimes 
precipitated by the transition—often sudden and 
dramatic—from the protective care of the modern medical 
ward to spartan conditions outside. Hospital treatment 
is usually only an episode in the general care of the 
patient ; and the health services cannot stand in isolation 
from other social services. There is a limit to what 
Medicine can do to preserve fitness in the face of bad 
conditions of living and working.” 

Their study was made between 1950 and 1953. Of 
the 705 patients originally seen in hospital, 548 were 
seen three months later in their own homes and 474 
were seen two years after leaving hospital. By that 
time, 171 of the original group had died, and the 
remaining 60 were untraceable. Of the 474 seen after 
two years, 265 were working at their old jobs, though 
30 were judged to need lighter work and 18 were unfit 
for work under ordinary conditions. Of 91 who had 
found new jobs, 3 were thought to be unfit for work, 
and 33 could have done their former jobs. Some 50 
had done very little work, and 106 had done no work 
at all, since leaving hospital. Nearly a fifth of those 
in work at the end of two years were in jobs which 
were unsuitable, having regard to the demands of the 
job and the conditions of the men ; and the proportion 
doing such unsuitable jobs was highest among those 
between the ages of 45 and 65, and among unskilled 
rather than skilled labourers. After two years, only 
111 of these 474 men could be regarded as cured, 
though a further 193 had maintained the improvement 
achieved in hospital ; 106 had not improved, and their 
health was unsatisfactory ; 64 were worse than when 
they left hospital and some were going downhill. 
Moreover, 129 had been readmitted to hospital on 
more than one occasion during the two years. These 


1. Hospital and Community. London: published for the Nuffield | 


Provincial Hospitals Trust by the Oxford University Press. 
1954. Pp. 157. 9s. 6d. 
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figures gain life from the case-histories which FERGUSON 
and MacPuatt quote. They write of gross over- 
crowding ; of walls “ soaking and falling down” or 
“running with water”; of parents and children 
sleeping in box-beds sunk in these soaking walls ; of 
men with failing hearts housed at the top of tenements ; 
of unskilled labourers with heart and lung conditions 
returning to their jobs as navvies; of stokers with 
angina shovelling coal; of men finding work within 
their compass, but being ordered to take on heavy 
extras by officious charge-hands: in short they 
describe unending waste—waste of life and health, 
waste of hospital resources. These authors are 
admittedly writing of an overcrowded industrial area 
where housing is notoriously shocking, and the paper 
by Professor LANE and his colleagues which we publish 
on p. 1229 shows that in Salford at least the picture of 
reablement and resettlement is far more cheerful. 
Nevertheless Fercuson and MacPuar are able to 
quote surveys from other regions where the findings 
have been similar. 

Where these conditions exist, what is the remedy ? 
One, they suggest, is to provide more “ convalescent 
rehabilitation ” hospitals, like the Astley Ainslie 
Institution in Edinburgh, to which patients could be 
transferred from the acute hospitals as soon as they 
were fit, and before they were sent home. Patients 
who have no-one at home to look after them might 
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also benefit from a “ half-way house ” type of hostel ; 
and better follow-up services would certainly help. 
But in many cases rehousing offers the only hope of 
improvement. Finally, far too many of the men left 
hospital to return to work which could scarcely fail to 
precipitate another breakdown. Many of those studied 
were “substantially handicapped” by illness from 
finding suitable work; yet few of those who had 
registered as disabled persons had received training 
in new work, and this lack of suitable training courses 
kept them from returning to industry, or forced them 
back into unsuitable work. As Frrauson and 
MacPualr point out, “the cost of training suitable 
disabled persons in new work, geared to a reasonable 
prospect of employment at the end of the training 
period, has to be set against the cost of expensive, 
recurrent, and often prolonged hospital treatment, 
together with other associated charges on public 
funds.’ The cost of decent housing, too, must be set 
against the costs of hospital treatment. The living 
conditions described by these authors were destroying 
the health not only of the patients who were studied, 
but of their wives and children. This impressive 
study shows once more how our very intentness on 
cure can take our minds off prevention. We provide 
the best repair service we can and then too often 
allow the car to be driven straight out into a brick 
wall. 


Annotations 


MAJOR ACCIDENTS 


THE Ministry of Health, having examined the organisa- 
tion for dealing with big accidents, has issued recom- 
mendations to hospital authorities! and local health 
authorities.” 

The Ministry is satisfied with existing arrangements 
for summoning police, fire, and ambulance services by 
emergency telephone calls. Hospital boards should 
ensure that, after an accident, the ambulance authorities 
can at once get detailed information about the number 
of beds available at hospitals in the neighbourhood ; and 
in particular, when a hospital. that normally receives 
casualties can no longer do so, the ambulance staff should 
know. The Ministry remarks that experience has revealed 
a need for codrdination of activity at the site of an 
accident involving many casualties; ‘‘ and it is con- 
sidered that this can best be provided by the dispatch 
of a mobile team from the appropriate hospital.’’ Boards 
should therefore arrange for suitable hospitals to be ready 
to provide such teams, which, it is suggested, should 
comprise an experienced doctor and four trained nurses. 
On the scene this team would open and man a casualty- 
post, and the doctor would assume responsibility for 
controlling and coérdinating all medical and first-aid 
resources. Each hospital board should ensure that any 
doctor who may be sent to an accident in charge of a 
mobile team knows in advance the hospitals which will 
ordinarily receive casualties and the hospitals to which 
they should turn for support, so that he can advise the 
ambulance authorities where to take patients. ‘* Front- 
line’ hospitals should also know from which hospitals 
they can draw additional staff. At each of the hospitals 
that would receive casualties this responsibility would 
rest with an appointed senior medical officer, who would 
also decide whether, in the light of reports from the 
ambulance service, to dispatch a mobile team. (But 


1. H.M.(54)41. 
2. Circular 13/54. 


‘“the senior member of the medical staff immediately 
available on duty might by chance be a senior registrar 
or less, and he might have to act at once pending the 
arrival of a more senior officer.’’) Likewise he would 
inform the ambulance staff and those at the scene of the 
accident of the space remaining at his hospital ‘* so that 
casualties could be directed to the right destination.” 
This information could probably best be sent via the 
hospital office to the ambulance control station, which 
would in many cases be in touch with the scene of the 
accident by wireless. The ambulance officer on the scéne 
would need to work closely with the doctor in charge of 
the casualty-post in directing the ambulances. ‘‘ Should 
it be necessary to call upon more distant ‘ support’ 
hospitals, the hospital medical officer in charge of a 
mobile team will know which of them should receive 
casualties and will keep the ambulance service informed.”’ 

Accidents are not like formal exercises: they are 
liable to happen at times and places that defeat precise 
planning. But this does not mean that there should be 
no precise plan ; and the Ministry’s advice (though issued 
only for general guidance) seems sadly lacking in preci- 
sion. In this country we gain at least one advantage 
from living so thick on the ground, in that help can be 
brought to the scene of most accidents within the hour, 
and of some within minutes. Within an hour or two, 
whatever the advance plan, or lack of it, the work goes 
smoothly forward. In the critical period before this, 
much depends on a few key posts being manned by 
people who know what they are about. The Ministry’s 
recommendations do not make this clear. Thus the 
Ministry seems to accept that in this period the respon- 
sible doctor at a main hospital accepting casualties 
(which will usually have 300 or more beds) may be “* by 
chance a senior registrar or less.’’ In such a hospital it 
should be possible to recruit two or more senior members 
of the staff (perhaps whole-timers) who would be willing 
to acquaint themselves with this work so that if one were 
absent another could do duty. Similarly, according to the 
Ministry, a great deal is to depend on the doctor in charge 
of the mobile team. If a mobile team is really needed, 
this doctor’s hands will be full directing it; indeed, 
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they may be over-full if he the pdditionsl 
voluntary medical aid that mercifully is brought to bear 
at nearly every large accident. It does not seem sensible 
that this doctor should be further charged with the duty 
of advising the ambulance service on the hospitals to 
which casualties are to be sent. This is an expert’s job ; 
and it is best left to experts. Such work might be 
undertaken by one of the regional board’s officials or, in 
parts remote from a regional centre, by one of the 
management-committee staff. The Ministry’s memoran- 
dum has one notable omission: there is no mention of 
the help, if any, that the civilian services may ask of the 
Armed Forces. The Harrow disaster,? where the Forces, 
including notably Americans, came voluntarily to the 
scene, showed how valuable such help can be. In each 
area the authorities should know whether, if need arises, 
they may call, for instance, for an R.A.F. mobile medical 
team. 


TREATMENT OF KELOIDS WITH HYALURONIDASE 


KeELomps vary from minor cosmetic blemishes to 
crippling deformities. They may be caused by severe 
trauma such as a bad burn, or by trifles such as acne 
or chickenpox. The cause may be so slight as to be 
forgotten ; indeed some keloids have been thought to 
be spontaneous. Of greater importance than the provoca- 
tion is the soil, for some people are more prone than 
others to keloids when exposed to the same kinds 
of injury; this proclivity is relied on by some races 
for the production of cicatricial tribal markings and 
adornment. 

Keloids are a therapeutic problem, for they rarely 
disappear spontaneously. They respond ungratefully to 
surgery, commonly recurring in the scar and points of 
suture. Small keloids can be treated by radiotherapy, 
particularly at an early stage. Old and extensive lesions 
are often excised and the region then exposed to X rays, 
but even this combination may fail to prevent recurrence. 
Any useful addition to our therapeutic methods would 
therefore be popular. 

Braun-Faleo and Weber‘ treated early keloids by 
local injections of hyaluronidase on empirical grounds, 
and reported favourably on a small series. Asboe-Hansen > 
found accumulations of metachromatic ground-substance 
in keloids, which encouraged a further trial of hyaluroni- 
dase in their treatment. Braun-Falco and Weber ® 
published a further report in which they claimed that 
even extensive lesions were improved by this treatment. 
They injected hyaluronidase for six to eight weeks, at 
first daily and later at longer intervals according to 
response. The injections were painful and at first were 
made with great difficulty because of the density of 
the lesions ; but after the first few treatments the fluid 
spread more easily. Good results by this method have 
also been reported from France’; and Cornbleet ® in 
the U.S.A. has described its use in 26 cases. He found 
that small, early lesions responded to the enzyme treat- 
ment alone; while large and long-standing keloids 
diminished in bulk, facilitating their treatment by 
radiotherapy or a combination of this and surgical 
excision. Cornbleet also noticed that the injections were 
painful, even when mixed with a local anesthetic. 
Because of this, the force required to drive the solution 
into the lesion, and the need for repeated treatments, 
the method is unsuitable for children. Popkin ® has 
described the treatment of scleroderma by the ionto- 
phoresis of hyaluronidase ; but it seems doubtful whether 
such a large molecule can be driven into the skin even 


. Lancet, 1952, ii, 1117. 

. Braun-Falco, O., Weber, G. Derm. Wschr. 1951, 124, 796. 

. Asboe-Hansen, G. Acta derm-venereol., Stockh. 1951, 30, 221, 
Braun-Falco, o., Weber, G. Derm. W. sehr. 1952, 125, 465. 

. Leclereq, R. ‘dnn. Derm. Syph. 1952, 7 4. 

. Cornbleet, T. J. Amer. med. Ass. 1954, ise, 1161. 

. Popkin, R. J. J. <nnest Derm, 1951, 16, 97. 
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with a current of nolntel intensity, and the few wlals 
of the method in this country have failed completely. 

It seems to be putting the cart beside the horse to 
treat keloids by removing the connective-tissue ground- 
substance, which is presumably a concomitant rather 
than the cause of exuberant connective-tissue formation ; 
but Cornbleet suggests that removal of ground-substance 
stimulates the activity of the fibroblasts to the point of 
exhaustion—like the action of a hormone weedkiller. 
Braun-Faleo and Weber may be nearer the truth in 
suggesting that the effect of hyaluronidase in keloids 
may be due not so much to its specific action on excess 
ground-substance as to its inflammatory stimulus. 


ALDOSTERONE IN ADDISON’S DISEASE 


Two years ago Simpson et al. ! described the isolation 
of a potent salt-retaining fraction from the adrenal 
cortex, which has since been crystallised *; because of 
the presence of an aldehyde group at the 18 position 
on the steroid ring the name ‘ aldosterone’’ has been 
proposed (in place of ‘‘ electrocortin’’). Mach et al. 
now report its effects in 2 patients with Addison’s disease 
in whom other treatment had been temporarily stopped. 
They gave 150-300 ug. daily in three injections. The 
response to these minute doses was dramatic : symptoms 
of adrenal insufficiency were relieved in a few hours, 
before there could have been any notable changes in 
the total amounts of sodium and potassium in the body. 
Over several days’ treatment there was a gain of sodium 
and a loss of potassium from the body comparable to 
that found by Mach et al. with 4 mg. of deoxycortone, 
but without as much retention of water or rise in the 
blood-pressure. There was a suggestion that, unexpec- 
tedly, the new hormone may improve the hypoglycemia 
of Addison’s disease. Perhaps even more surprising was 
the finding that. after only a few days’ treatment the 
patients were less pigmented. Cortisone produces a loss 
of pigmentation, but only after several months. Other 
effects of ‘‘ 1l-oxysteroids’’ were not observed with 
aldosterone ; in particular, the number of circulating 
eosinophils did not fall, and the abnormal diuretic 
response to water was not affected. 

The work of Mach et al. marks another milestone in 
the study of Addison’s disease, and it gives hope of 
an important addition to the treatment. 


DESIGN OF CRASH-HELMETS 


Now that many motor-cyclists have realised the 
importance of wearing a crash-helmet, the design of 
these protective hats requires careful consideration. The 
British Standards Institution recently issued a standard 
specification (B.s. 2001: 1953), but opinion differs as to 
the relative importance of some of its specifications. 

The specifications which will not be disputed include 
a strong attachment under the chin which will also 
cover the ears, a smooth external surface, light weight, 
resistance to moisture, and avoidance of brittleness. 
Some doubts have, however, been expressed about thie 
specifications concerned with the rigid strength of the 
hat shell. Thus the standard stipulates that a 4-lb. 
weight falling four feet shall not displace the shell 
towards the top of the head-harness by as much as 1 inch, 
and that an end-to-end or side-to-side thrust of 30 lb. 
shall deform the helmet less than 1'/, inches. Critics 
point out that such a helmet is useful if the wearer is 
hit over the head with a hammer, but that the usual 
mechanism of head injury in the motor-cyclist is quite 
different. His protective hat should have a surface 
that will skid, and padding that will provide a cushion to 
reduce the effect of sudden deceleration. Cushioning is 
much more important than rigidity ; and emphasis on 
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rigidity, with a space helmet and head- 
involves taking up weight and space which may be 
better used for cushioning material. Furthermore, a 
rigid helmet with a sling support is commonly uncom- 
fortable. Certainly if one banged one’s head against a 
wall, the blow would ‘be softened better by a cushion 
than by a plastic pudding-bowl. Obviously, too, a pro- 
tective hat should not be rigid and uncomfortable unless 
this is proved essential. Tests now being undertaken by 
the Road Research Laboratory may settle this question. 
Meanwhile any helmet is better than none. * 


APPOINTMENTS SYSTEMS 

An interesting lethargy, partly financial in origin (but 
also, possibly, partly psychological), still prevents some 
hospitals from accepting the reasonable, practical, and 
kindly duty of arranging appointments systems for out- 
patients. In returning to the charge of stirring them to 
action, the Minister of Health 1 reminds regional hospital 
boards, hospital management committees, and boards 
of governors of four main criticisms: that patients 
called for an appointment at a particular time often have 
to wait an hour (and often much longer) before they are 
seen by a doctor; that consultants are responsible for 
some of these delays when they arrive late; that some 
appointments systems are badly organised; and that 
little attempt is made to explain the reason of delays to 
patients, or to win their confidence, or consider their 
comfort or needs. The first of these, the Minister notes, 
is a statement of fact ; as for the second, lateness on the 
part of the consultant staff may be inevitable at times, 
but could become much rarer if the medical staff would 
coéperate better. For the last two, he says, there is no 
justification. 

Good hospital management, is, of course, the key to 
better things; and this comprehensive term includes 
better codperation between medical, nursing, and other 
staff working in outpatient departments, and a greater 
concern for the convenience of patients. These things 
cannot be conferred like a knighthood or a medal; but 
they can be inculeated, and they can in time grow into 
part of the spirit of a hospital. Boards and committees 
can help their growth by encouraging those who are 
trying to develop them, by providing the right kind of 
propaganda (aimed at staff as well as patients), and by 
checking up on efliciency from time to time. Of course 
many boards and committees are doing this already, so 
far as their funds, premises, and man-power allow ; but 
he asks all of them, whether they are doing these things 
or not, to review the existing outpatient arrangements in 
their hospitals and see what can be done to remove all 
reasonable causes of complaint. 

In particular he urges that the old practice of “‘ multiple ” 

r “block” appointments (by whick everyone is called for, 
say, 2 o’clock, though the session is likely to last 3 hours) 
should be discontinued; and that proper appointments 
systems should become not only universal, but designed to 
ensure that each patient is called, as far as possible, for the 
time when he is expected to see the doctor. Periodical reviews 
will show whether the system is working, and if not, why not. 
Such information should be the basis of fresh action, not 
merely an interesting objective finding. The Minister draws 
attention to the need for special plans for patients who have 
to attend several departments on the same day, for parents 
who have left small children at home, and for patients coming 
from a distance and badly served by buses or trains. 


Punctuality has two aspects: patients should be 
discouraged from coming too early in the hope of being 
seen before time ; and consultants should recognise that 
the success of the whole system depends on their own 
punctuality. If they are going to be delayed they should 
let the hospital know in good time; and if experience 
shows that they are often unavoidably late, then “ the 
number of clinics or the times should be reduced or 
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aleanadl to fit i in better with the calls on the consultant's 8 
time.” 

The running of appointments systems should be in the 
hands of a senior administrative officer ; and he should 
discuss and agree with the medical staff on any necessary 
alterations or improvements. Reports on the arrange- 
ments, and on any difficulties encountered should be 
made regularly to the board of governors or management 
committee. The Minister again draws attention to the 
special responsibility which lies on those who receive 
patients. They should be specially chosen for the work, 
and should be encouraged to remember that ‘‘ patients 
are often anxious, bewildered, or even frightened, and 
that it is essential to attend to their needs and comfort 
all the time they are in the outpatient department.’ He 
reminds boards and committees that lay receptionists 
often have the right qualities for this task, and that 
voluntary organisations are often ready to lend helpers 
on a part-time basis. A receptionist should anticipate 
any complaints that may be made, and try to remove 
any, sense of grievance the patient may feel at being kept 
waiting: and a reasonable explanation is usually enough 
to achieve this. Patients should either be conducted 
whither they have to go, or helped to find the way by 
adequate signposts. A friendly reception in hospital is 
an important factor in good public relations. These are 
further fostered and maintained by considerate manners 
in everyone the patient encounters in hospital, and by 
talks to local bodies and messages in the press, designed 
to interest people in the work of their hospitals, the 
difficulties encountered in ensuring comfortable care of 
patients, and the measures taken to overcome these 
difficulties. The Minister proposes, in due course, to call 
for reports from boards and committees on the running 
of their hospital outpatient departments and clinics, and 
on the extent to which waiting-time has been eliminated. 
This human and enlightened circular deserves a human 
and enlightenéd response. 


CHEMOTHERAPY IN ORTHOPADIC TUBERCULOSIS 


‘‘ STREPTOMYCIN is a useful adjunct in the treatment 
of tuberculosis. This may well be an overstatement in 
tuberculosis of bone and joint, in which group we have 
little knowledge and less hope.’ + This rather gloomy 
opinion was expressed in 1947; but further experience 
has been more heartening, as Harwood Stevenson 2 
makes clear in a report from the Royal National Ortho- 
pedic Hospital. While MacKenzie,* emphasising that 
antibiotics are no panacea, suggests that they should 
be reserved for the critical phases in the disease— 
progressive or multiple lesions, sinuses, operations, 
and synovial infections—Stevenson reports series in 
which chemotherapy has been used routinely as an 
adjuvant. In the conservative treatment of the tuber- 
culous hip he found that the addition of chemotherapy 
roughly halved the average time both for the appearance 
of the first radiographic signs of healing and of the 
patient’s stay in hospital. This series was treated with 
streptomycin and p-aminosalicylic acid (P.A.S.), but 
he has no doubt that the addition of isoniazid would 
increase their combined effectiveness. He advises a dos- 
age of p.a.s. 15 g., streptomycin 1 g., and isoniazid 4 mg. 
per kg. body-weight, daily for three months. Strepto- 
mycin and isoniazid together have double the bactericidal 
rate of either alone, and pP.a.s. delays the emergence of 
drug-resistant strains; a three-month course of this 
combination does not apparently carry much danger of 
drug resistance. 

Stevenson notes similar improvement in results in 
tuberculosis of the knee, and he reports a few cases of 
synovial tuberculosis of the knee treated with a combina- 


1. Report to the Council on coemaey and Chemistry. J. Amer. 
med. Ass. November, 19 

2. Stevenson, F. H. J. Bone ot ‘Surg. 1954, 36B, 

3. MacKenzie, I. G. Lancet, March 2 1954. Pp. O52. 
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tion of intramuscular and intra-articular streptomycin 
without any splinting apart from rest in bed. He found 
an effective streptomycin level in the joint a week after 
an intra-articular injection. About 60% of sinuses 
treated with streptomycin and p.a.s. healed and stayed 
healed for not less than two years; and in most of the 
failures some cause, such as the presence of a sequestrum, 
was found. 

Fifty years ago bold surgical attacks were made on 
tuberculous joints, but the results were so often disastrous 
that conservatism became the rule, at least in this 
country. Streptomycin restores the power of healing 
to tuberculous tissues so that the ordinary principles of 
surgery can again be applied. Once the dangers inherent 
in surgical intervention (dissemination, local spread, and 
failure to heal) have been overcome, there are obvious 
advantages to be gained; pus can be released, necrotic 
debris cleared out, and even grafts inserted directly into 
tuberculous tissues. A fresh blood-supply can be brought 
to the centre of the lesion, into which, as MacKenzie 
points out, antibiotics otherwise penetrate so little that 
their only effect may be to produce resistant strains of 
the organism. Wilkinson * has for some years been 
recommending earlier and more radical surgery, and 
there now seems to be no doubt that a new era is opening 
in which, as Stevenson says, ‘‘ the type of case in which 
prolonged abscess formation and successive involvement 
of vertebral body after vertebral body by subligamentous 
spread—possibly with sinus formation and secondary 
infection—may become a thing of the past.’ But 
there is a danger that we must keep in mind. Tuber- 
culosis of bone and joint is a metastatic manifestation 
of a general disease, with foci of infection in the lymph- 
glands and elsewhere deep in the body. We can now 
make the patient’s fight much easier in the local 
skirmishes, but final control of the disease still depends 
on his own resistance: first-class general conservative 
treatment remains essential; and if the period of this is 
greatly reduced recurrence is liable to ensue. 


GLUCONEOGENESIS FROM FAT 


THE possibility of gluconeogenesis from fat remained in 
doubt so long as there was no firm evidence of carbo- 
hydrate utilisation in the diabetic organism. Now that we 
have this evidence, it is clear that the breakdown of protein 
cannot supply sufficient sugar for both utilisation and 
excretion, so the sugar must be derived from fatty acids 
as well as from protein. Burns and Marks °® perfused 
the glycogen-poor livers of fat-fed dogs and of a pan- 
createctomised cat, and showed, from dextrose : nitrogen 
ratios, that more sugar was produced than could have 
been formed from protein alone even if all the carbon in 
the protein had been converted to glucose. Isotope 
studies 7 have proved beyond doubt the conversion of 
fat to carbohydrate via the trie arboxylic-acid cycle. 

Kinsell and his group in California have long been 
studying the possibility that adrenal steroids accelerate 
gluconeogenesis from fat, and they seem at last to have 
established this. They first noticed that corticotrophin 
and adrenal cortical hormones decreased or even elimi- 
nated the ketosis normally associated with fasting or 
high-fat intake in healthy people *® and with insulin 
withdrawal in some diabeties.1° The results of animal 
studies differ somewhat from those on man. Cortico- 
trophin administered to phloridzinised rats, for instance, 
caused ketonuria as well as increased glycosuria, but no 

4 Ww ilkinson, M. C. J. Bone Jt Surg. 1954, 36B, 23. 
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63. 


8. Kinsell, L. W., Margen, G. D., Partridge, 
J. W.’ J. clin. Endocrin. 1951, 11, 77: 
9. Kinsell, L. W., Michaels, G. D. ha &; Boling, L., Partridge, 
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increase in urinary nitrogen. 11 This was taken to iadieain 
gluconeogenesis from fat via the stage of ketone bodies. 
Kinsell and his co-workers had to explain the suppression 
of ketosis by corticotrophin or cortisone in patients 
subjected to the ketogenic influence of a 31/,-day fast.!* 
Several possible mechanisms might have been in action. 
The adrenal steroids might have stimulated ketolysis, or 
so changed the metabolic path of fatty acids that little 
if any ketones were formed as intermediary metabolites. 
The possibility of a decrease in total energy requirement 
was not supported by studies of oxygen consumption ; 
and, lastly, the possibility that the total oxidative break- 
down of amino-acids was stimulated sufficiently to exert 
a major fat-sparing action was ruled out by the relatively 
slight increase in nitrogen excretion. In order to test the 
hypothesis that adrenal steroids stimulate ketolysis, 
sodium aceto-acetate was given intravenously to healthy 
and diabetic persons, with and without corticotrophin 
and cortisone,'* but there was no significant difference in 
the blood and urine ketone levels. In similar experiments 
the effects of corticotrophin and cortisone were observed 
during and after standard intravenous infusions of a 
fatty acid—sodium octonoate.4* The blood and urine 
levels of ketones and octonoate indicated that in some 
people there was pronounced stimulation of fatty-acid 
utilisation without any increase in the rate of ketone 
production. This supports the hypothesis of a changed 
metabolic path of fatty acid under the influence of 
adrenal steroids. Later work from Kinsell’s laboratory 1° 
has yielded evidence that these steroids also stimulate 
gluconeogenesis from carbohydrate. It was then found 
that more glucose was excreted in the urine than could 
have been derived from protein, even if all the katabolised 
protein had been broken down to carbohydrate, and 
allowing, too, for the sugar formed from the glycerol 
moiety of katabolised fatty acids. The only other possible 
carbohydrate source of this extra urinary sugar was 
hepatic glycogen, but the discrepancy was so great that 
such a source was improbable. This work must cause us 
to re-examine the usual assumption that only 10% 
(representing the glycerol) of dietary fat can be glyco- 
genic ; the commonly accepted dictum that only 58% 
of dietary protein is glycogenic is more patently false. 
This figure is based on the classical dextrose : nitrogen 
ratio of 3-65 found in the phloridzinised fasting dog ; 
it is a mean of selected determinations,!4 and takes 
no account of the undoubted glucose utilisation by the 
animals during the experiments.'® 

An interesting sideline of Kinsell’s work on administer- 
ing adrenal steroids to diabetics fed only on protein and 
fat is the way he overcame the great insulin resistance 
which threatened to wreck his early experiments.!° This 
insulin resistance could be completely eliminated by 
preventing depletion of potassium and sodium. As long 
ago as 1936 McQuarrie and others?*® found that the 
severity of diabetes was eased in children given sodium 
chloride 1-2 g. per kg. body-weight daily, so long as the 
dietary potassium was kept low. On the other hand, a 
high potassium-chloride intake relative to sodium chloride 
increased the glycosuria. Kinsell’s patients may have 
had enough adrenal steroids to cause a pronounced 
urinary excretion of potassium, and this may have allowed 
the diabetes-improving effect of the extra sodium to 
be dominant. Further work on this interesting relation of 
potassium to ‘‘ steroid diabetes’ and insulin resistance 
is to be published soon. 


11. Segaloff, A., Many, A. S. Proceedings of eo Clinical ACTH 
Conference. Philadelphia, 1951; vol. Ae 

12. ——_ L. W., Margen, S., Michaels, J. Titmaciien, J. Ibid, 

308. 

13. Kinsell, L. W., Margen, S., Michaels, G. D., pemenay Partridge, 
fa Liebert, J. Amer. J. med. 1951, 10, 77 

14. Soskin, S., Levine, R. Carbohydrate Motaboliam. Chicago, 
1952; p. 118. 

15. Drury, D. R. J. clin. Invest. 1942, 21, 153. 


16. Thompson, W. H., Anderson, J. A. J. Nutr. 
1936, 
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FOLLOW-UP OF MEDICAL INPATIENTS 
IN A GENERAL HOSPITAL 


WITH SPECIAL REFERENCE TO WORKING 
CAPACITY 


R. E. Lane 
M.D. Lond. M.Se. Mane. F.R.C.P. 


M. P. SAUNDERS 
A.M.I.A. 


From the Nuffield Department of Occupational Health, University 
of Manchester, and Salford Royal Hospital, Lancashire 


THIS paper gives the results of a follow-up of medical 
inpatients approximately three years after their admission 
to Salford Royal Hospital. It is primarily concerned with 
the ability of these forrier patients to carry on their 
normal work after disch:.rge. This aspect of hospital 
work has the advantage of being capable of direct 
measurement. 

We realise that this is the experience of one branch 
of one hospital only and does not necessarily represent 
experience in other hospitals or districts. A comparison 
with similar results elsewhere would be of much value. 


N. GoopMAN 
B.Se. Lond. 


MATERIAL 


Salford County Borough has some 178,000 inhabitants 
and is contiguous with Manchester ; together these two 
boroughs form the centre of the ‘‘ conurbation’’ of 
South-East Lancashire of almost 21/, million persons. 
Salford’s main industries are engineering, textiles, and 
docks, but there is, in addition, a wide variety of other 
industries. Salford Royal Hospital is typical of many of 
the older voluntary hospitals. It has served this industrial 
area for more than 120 years and has been very much a 
community hospital to which the people of Salford have 
looked in times of need. It has 256 beds, 71 of which are 
for medical patients. 

METHOD 


The names of all persons, excluding children, admitted 
to the medical wards of Salford Royal Hospital in 1950 
were extracted from the inpatient register and the 
relevant case-book obtained from the records department. 
A form was then sent to each person with a covering 
letter from the senior physician explaining the reasons for 
the inquiry. When answers were received, information 
was transferred to a card. If after about a fortnight no 
reply had been received, a reminder was sent. If still no 
answer was obtained, a visit was made by a member of 
the almoner’s department in all cases where this was 
practicable. Information about persons who had died 
in hospital was transferred straight from the case-book 
to the record card. 

In this way records of 973 patients were examined 
and information was obtained about the present position 
of 887 of them. This is a very high response to a predomi- 
nantly postal inquiry of this type, and may reflect the 
high regard with which Salford Royal Hospital is held 
by the people it serves. Even for the 86 (9%) ‘‘ non- 
contacted ’’ persons some information was obtained : 
some had emigrated or moved to other parts of the 
country ; a few were in sanatoria ; and 2 were in prison. 


1. Some of the figures given here formed the basis of part of 
a presidential address to the Manchester Medical Society 
(medical section) in May, 1953. 

Among these 973 patients are some who were admitted to 
medical beds and subsequently transferred to a surgical 
ward. In the reverse case of transference from a surgical 
ward the patient’s name may not necessarily be included 
if it does not appear as a medical admission in the register. 
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THE RESULTS 

Numbers Available 

Of the 887 persons for whom information was obtained 
306 had died, leaving 56% of the male and 64°% of the 
female patients available for further follow-up (table 1). 
Mode of Admission 

379 (39%) of all the patients were admitted from 
outpatient clinics ; 311 (32°) were urgencies or casual- 
ties. Of the remainder, 22°, were admitted either on 
the request of their general practitioner or as a result of a 
domiciliary visit ; in 7% of the cases it was impossible to 
decide the mode of admission in retrospect. 
Employment 

On admission 413 (80%) of the men were employed, 
54 (10%) were retired, 29 (6%) were unemployed, and 
for 19 (4%) information about employment was not 
available. 

For the women this information was not so easy to 
obtain, because there was often ambiguity as to whether 


TABLE I—-PATIENTS ADMITTED TO MEDICAL BEDS 
Men Women 
No. admitted in 1950 ihe 515 | 

Died in hospital : oe | 85 (17%) | 63 (14%) 
Died since discharge. | 95 (18%) | 63 (14%) 
Total deaths... | 180 (35%) | 126 (28%) 

Not contacted 47 (9%) | 39 

227 


16 
No. now alive and contacted 288 (56%) 293 3 (64%) 


in describing herself as having ‘‘ no job”? a woman meant 
she was unemployed or a housewife. Hence these two 
categories have been added together into a group “ not 
gainfully occupied outside the home ”’ (referred to below 
as ‘‘ not gainfully occupied ’’). On admission 265 (58%) 
of the women Were not gainfully occupied, 141 (31%) 
were employed outside their home, 8 (2%) called them- 
selves retired, and for 44 (10°) information about 
employment was not available. 

At the time of the follow-up about three y 
state as regards employment was : 


cars later the 


Men Women 
Employed .. 225 (44%) Employed 95 (21%) 
nemployed 42 (8%) Not gainfully occu- 
Retired oo (4%) pied (43%) 
Uncontacted (89%) U neontacted 30(8%) 
Dead -- 180 (35%) Dead 126 (3 28% ) 


Causes of 

The admissions were grouped under thirteen main 
headings,* and the total number of days in hospital were 
separated for each of these groups. (If a patient was 
admitted more than once during the year for the same 
complaint he is counted only once here.) The chief 
causes of admission in three age-groups are given in 
table 11. 

It will be seen that, measured either by the number of 
patients admitted or by the length of stay in hospital, 
circulatory diseases head the list of admissions for 


3. The thirteen headings, with their International List 
numbers in parentheses were : 


(1) Pulmonary tuberculosis (001-008). ° 

(2) Blood diseases (290-299, 204). 

(3) Cancer (140-239, excluding 201, 204). 

(4) Diabetes mellitus (260). 

(5) Vascular lesions affecting central nervous system (330-334). 

(8) Other diseases of the central nervous system (340-357, (024, 

026) and of the nerves (360-367), including displaced inter- 
vertebral dise (735). 

(7) Diseases of the circulatory system, excluding rheumatic 
fever (410-456). 

(8) Respiratory diseases, including asthma (470-5 927, 241). 

(9) Diseases of stomach and duodenum (540-545 >). 

10) Diseases of intestines and peritoneum (570-578). 

1) Diseases of the genito-urinary system (590-605). 

) Psychoneurotic disorders (310-318). 

3) All other causes, including -~ umatic fever (400-402), 
arthritis and rheumatism (720-727), diseases of liver, gall- 
pancreas (580- 587), and diseases of thy roid 
(25 54 


4 
‘0 
n 
16 
T- 
id 
Ce 
Lis 
‘ 
ng 
he 
m 
he 
de 
ve ‘ 
ed 
ed 
to 
of 
ice 
TH : 
bid, 
ige, ( ; 

( 
Ago, ( 

( 

‘utr. 


1230_ THE LANC eT] 


and gastric ulcers between them account for almost 
half the male admissions. 

MacKay,* who examined a sample of patients dis- 


SPECIAL ARTICLES 


[JUNE 12, 1954 


TABLE III—-MEN EMPLOYED ON ADMISSION AND CONTACTED 


| 
Age-group (yr.) 


Present position | Total 
charged from National Health Service hospitals in | ess 45-64 | 650r 
England and Wales during the first six months of 1949, | than 45 more 
found that peptic ulcers were the chief medical cause for Dead “ ore 20 (15%) 89 (40%)] 13 122 (33%) 
P ; In same or similar work 3 (61%), 93 (42%)| 1 LTT (47%) 
men in both age-groups 15-44 and 45-64. In our series of 
respiratory diseases occupy this position. health .. : 22 (16%) 20 (9%) 42 (11%) 
Owing to the small numbers in most disease groups, Unemployed — because of 129%) 146%) | 2 | 28 «89 
little weight can be attached to the death-rates within Retired 4(2%) | 4 (532) 
these groups. 220 16 |373 
Length of Stay in Hospital eee we 


The average length of stay in hospital for men was 
twenty-one days and for women twenty-two days; it 
varied little between the three age-groups. 15 (3%) of 
the men and 24 (5%) of the women were in hospital for 
two months or more during the year. The weekly cost 
of an inpatient was estimated to be about £15; hence 


each inpatient cost an average of £45 in 1950. 


Subsequent Medical Attention 

Of the patients now alive and traced 142 (49%) of 
the men and 177 (61%) of the women are still attending 
their doctor or the hospital or both. (Diabetes is partly 
responsible for the larger proportion of women.) All the 
patients were asked whether they felt better, the same, 
or worse than before admission. The replies of the men 
and of the women were almost identical. It is dificult 
to know how much value can be placed on these replies, 
since it is generally recognised that patients tend to give 
a favourable reply to such inquiries when made by a 
hospital in which they have been cared for. The figures 
were as follows 


Men Women 
Compared with time of admission, feel 
Better .. 193 (67%) 205 (70%) 
Same 52 (18 %) 49 (17%) 
Worse . 40 (14%) 37 (12%) 
Unknown 3 (1%) 2 (1%) 
Total alive and contacted ¥ <a 293 


4. MacKay, D. Stud. med. Popul. Subj. no. 4. H.M. 


Stationery Office, 1950. 


Ability to Return to Work 

The capacity of a patient to resume a fully active 
working life is regarded as the best available measure, 
when applied to a group, of a return to health or of 
successful treatment. Our inquiry aimed at discovering 
what happened to the working capacity of patients 
three years after discharge. We fully realise that the 
successful resettlement of patients depends on numerous 
factors, the most important of which is the state of the 
labour market. In individual cases resettlement will also 
depend on, the nature of the patient’s illness and his 
psychological make-up as well as the nature of his work 
and the attitude of his employer. 

The general employment situation in Salford in 1950 
was good, though it deteriorated somewhat in 1952, 
largely through a temporary recession in the textile 
industry. (The number of unemployed persons in Salford 
in June of each year was 972 in 1950; 518 in 1951; 
3038 in 1952; and 1420 in 1953.) Only those men who 
were employed on admission and have been contacted 
since are considered in table m1. 

The apparently more favourable position of the younger 
men is almost entirely due to the smaller number of 
deaths in this group. If only those now alive are con- 
sidered, the proportion still in the same or similar work 
was 71% for both groups. 70 men have left their normal 
wark for health reasons in the period under review. 


TABLE II—CHIEF CAUSES OF ADMISSION 


MEN 
-- Aged 15-44 yr. Aged 45-64 yr. | Aged 65 yr. or more Total 
| | | 
No. of | All causes .. ..178 | All causes .. . .265 All causes . . oe | All causes .. 515 
yatients | 
— Respiratory 33 (19%) | Respiratory 46 (17%) | Cireulatory 22 (31%) | Respiratory 88 (17%) 
Gastric ulcer 30 (17%) Circulatory 41 (15%) | Cancer << 13 (18%) | Circulatory ae 87 (17%) 
| O.N.S. other . 22 (12%) | Cancer 40 (15%) Respiratory 9 (13%) | Gastric ulcer 71 (14%) 
Gastric ulcer 36 (14%) | | Cancer . - 56 (11%) 
48% | 61% 62% 59% 
“Stay in | All causes All causes 5745 All causes | All causes 10,743 
hospital | | 
‘dare | Gastric ulcer . 606 (17%) | Circulatory .. 985 (17%) | Circulatory .. 371 (27%) | Circulatory 1863 (17%) 
Respiratory . 600 (17%) | Cancer .. 931 (16%) | Cancer... -. 275 (20%) | Respiratory 1719 (16%) 
| Circulatory . 507 (14%) | Respiratory « 875 (15%) | Respiratory . 244 (18%) | Gastric ulcer 1449 et 23 
| Gastric ulcer =... 726 (13%) | Cancer .. 1280 (12% 
18% | 61% | 65% | 58% 
WOMEN 
| 
No. of | All causes .. 172 All causes . . . All causes . . All causes 
atients 
Respiratory .. 23 (13%) | Cireulatory 48 (23%) | Circulatory 24 (30%) Circulatory . . - 91 (20%) 
Circulatory .. 19 (11%) | Diabetes .. . 27 (13%) | Diabetes - 10 (18%) | Respiratory -- 46 (10%) 
O.N.S. others - 17 (10%) | Respiratory - 18 (9%) | | Diabetes ‘ . 44 (10%) 
34% | 45% | 43% | 40% 
Stay in | All causes . 3574 | All causes 4704 | All causes - 1878 | All causes - 10,156 
hospital 
ony Circulatory .. 447 (13%) | Circulatory 1401 (30%) Circulatory .. 779 (41%) | Circulatory od (26%) 
P O.N.S. other .. 402 (11%) | Diabetes .. 572 (12%) | Diabetes .. - 171 (9%) | Diabetes (9%) 
| Respiratory .. 383 (11%) | Respiratory 430 (9%) | Respiratory B01 (9%) 
Cancer .. 395 (8%) | 
| 
| 35% 59% 50% | 44% 


1 
re 
t! 
t! 
8) 
le 
D 
U 
0! 
te 
w 
Ww 
b 
is 
te 
st 
tl 
01 
cl 
in 
of 
ac 
th 
le 
=. w 
di 
ne 
01 
tl 
m 
| 


its 


rk 
150 


‘ile 
ord 


ho 


on- 


THE LANCET] 


SPECIAL ARTICLES 


[suNE 12, 1954 123] 


There were 21 men who were unemployed on admission 
to hospital and who were now contacted ; 5 only of these 
were in work three years later. 

For the women the same criterion for judging the 
return to health was not available, owing to the large 
number of housewives in the group. An attempt was 
made, however, to substitute their ability to manage 
their household duties. It is realised that this is a less 
objective measure than that used for the men but it is 
the best available. The results are given in table Iv. 


DISCUSSION 


It is an important function of a hospital to provide 
eare during serious or fatal illness. It is therefore no 
surprise to find that about a third of the patients 
admitted to medical beds in 1950 were dead three years 
later. 

It is important, however, to know what has happened 
to the other two-thirds, and how far they have been able 
to resume a normal life. If they have failed to do so, 
the question arises how far the hospital or other branches 


TABLE IV-—-WOMEN EMPLOYED ON ADMISSION AND CONTACTED 


Age-group (yr.) 


Present position | 
| 


| es Total 
5 or 
than 45 45-64 | more 

| 


Dead .. | 22 (14%)| 61 (31%) 43 (59%)\126 (80%) 
Manage their housework | | 
Better | 45 (30%) 25 (13%)|_ 8 (11%)|_ 78 (19%) 


‘As well 57 (37%) 64 (22%) 137 (33%) 

Worse <2 | 15 (10%%)| 38 (20%)| 6 (8%) | 59 (14%) 

Unknown | 139%) | 6 (3%) 19 (5%) 
Total | 


. 152 j194 73 419 


of the National Health Service might influence events 
to obtain a better result. 

The ability of a man to return to his old work and to 
continue in it for three years has been accepted as 
evidence that he has settled well and has dealt successfully 
with his illness. We admit that in a few instances a man 
who returned to his old work might for some reasons be 
better suited to another job, but in most instances a man 
is wise to return to his previous job and place of work. 
In this way he is more likely to resettle and more likely 
to receive sympathetic consideration. That 71% of the 
surviving men who were working before admission are 
back at their old or similar jobs is important. 

More detailed attention must, however, be directed 
to the remaining 29% consisting of 70 men who are not 
still at their old jobs. Of these, 42 said that they had 
changed their work for health reasons. These have been 
considered in detail, and in most cases their statement 
appeared to be well founded. In about half of them 
this change did not involve downgrading economically 
or socially. In 22 instances it is considered that the 
change brought with it a fall in wages or in status, 
including 4 men who retired prematurely ; but in none 
of these instances did it appear that further help or 
advice from the hospital or a doctor could have improved 
the result. It was the practice to include in the discharge 
letter sent by the hospital general advice about the 
patient’s work, but usually the details of the return to 
work were settled between the patient and his own 
doctor. In the case of patients whose illness was such 
that a change of work was essential the almoner made the 
necessary inquiries and arrangements for rehabilitation 
or re-training. This was usually done, before the patient 
left hospital, directly’ with the employer or with the 
codperation of the Disablement Resettlement Officer. 

A further 28 men were still prevented from working 
by their illness or their attitude to it. Investigation of 
these patients shows that in 9 cases further follow-up 
might have produced better results. For instance, 3 of 


these patients had peptic ulcer, 1 diabetes, and 1 a small 
coronary occlusion. The remaining 19 men were definitely 
incapacitated and were regarded as unfit for employment, 
even under sheltered conditions. Thus, of the 251 men 
employed on admission and contacted since only 9 (4%) 
might have benefited from more assistance in resettle- 
ment. These were the patients who were kept from work 
largely by their attitude to their illness and who might 
have settled down after discharge from hospital if extra 
support had been forthcoming at the outset. Some 
patients of this kind need encouragement, some firm 
direction. Whichever it is should be forthcoming from 
the doctor, if his treatment is to be completed. 

Of the 21 men who were unemployed on admission and 
have now been contacted 14 are still unemployed, and 
examination of tlieir past record suggests that they 
belong to that small hard core of unemployables, and 
that little would be achieved by further efforts at their 
resettlement. 

The assessment of the success of resettlement of the 
women inpatients is not so easy, since we rely mainly 
on the answers given by patients about their ability to 
do housework. As pointed out above, this is not a 
reliable measure, but for what it is worth it suggests a 
similar -result to that obtained among the men. 73% 
of the surviving women managed their household duties 
at least as well as they did before admission. Of those who 
were unable to manage as well as previously there were 
a few with crippling diseases—e.g., poliomyelitis and 
disseminated sclerosis. Too few facilities exist for teach- 
ing these young women how they can best run their 
homes despite their disability. Of the women who were 
working outside their homes on admission, 60°% were still 
doing so; 25% said they left for health reasons. 

The results shown by this investigation were unex- 
pectedly good. They suggest that, in time of full employ- 
ment and in a community with mixed industries, the 
present services*are adequate if fully used. There is no 
evidence that in these circumstances further expenditure 
of man-power or of money will achieve results commen- 
surate with the outlay. Much, however, depends on the 
doctor getting the patient back to his own job (or appro- 
priate work) as soon as this is justifiable. The general 
practitioner has an important part to play in this, but 
the consultant’s is equally great. Many hospital patients 
look to him for specific instructions about their return 
to work. Amy unnecessary delay in this return to work 
may cause harm to the patient and hardship to his family. 
Other patients try to return to work too early. Here, too, 
it is important that the consultant and the general 
practitioner should speak with one voice. The 9 cases 
where resettlement might have been improved if the 
medical help had been more positive suggest that follow- 
up clinics should concern themselves with this aspect of 
treatment. They should inquire particularly about work 
and should take the necessary steps to ensure early 
resettlement when the patients have not gone back to 
their work. 


SUMMARY 


Patients admitted to the medical beds of Salford 
Royal Hospital in 1950 were followed up about three 
years later. Information was obtained concerning 91% 
of these admissions. 35% of the men and 28% of the 
women had died. 

Of the 251 men employed on admission now alive and 
contacted, 177 (71%) were in the same or in similar work 
as when admitted to hospital; 42 (17%) had had to 
change their job for reasons said to be connected with 
their health ; and 28 (11%) had become unemployed for 
similar reasons. Further investigation of these 70 
patients suggests that in only 9 cases further help might 
have produced better results. 

73% of the surviving women were able to manage 
their household duties at least as well as before admission. 
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These results suggest that the present facilities 
for rehabilitation and resettlement are adequate if 
fully used. The consultant’s part in this work is 
emphasised. 

We are grateful to the physicians of Salford Royal Hospital 
for their permission to follow up their patients. The incidental 
expenses of this investigation were defrayed by a grant from 
the Salford Royal Hospital Endowment Fund, and we wish 
to record our thanks to the members of the Salford Hospital 
Management Committee for their interest in this work. 


INSTITUTE OF UROLOGY 


Tue Institute of Urology, London, which was formally 
opened on June 1, is an associated unit of the British Post- 
graduate Medical Federation. It came into being in 1946 
and has already made useful contributions in both 
teaching and research, even though it has been housed 
in uncompleted premises. It does not have ready access 
to any large general hospital; but it has from the 
beginning been intimately associated with St. Peter’s 
and St. Paul’s Hospitals, and more recently it has 
acquired ward accommodation at St. Philip’s Hospital ; 
it now has available a total of 138 beds. In addition to 
the resources in its own new building it will shortly be 
able to use new laboratories at St. Paul’s Hospital. Also 
it has links with the Royal Cancer Hospital and (for work 
on tuberculosis) with Harefield Hospital. 

The institute is housed at 10, Henrietta Street (directly 
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opposite St. Peter’s Hospital), which has been extensively 
modified and now includes a lecture-room, students’ 
common-room, museum, laboratories, records room, 
library, photographic unit, and artist’s studio. The 
house is old, and for the most part its character has been 
preserved. T'wo of the rooms are tastefully decorated in 
the Regency style, and there is an Adam mantelpiece 
(although a rather undistinguished example). The 
exterior of the ground-floor displays an interesting 
architectural solution of the problem of how to graft an 
entirety modern design on part of an old building, with a 
nice balance between boldness and discretion. 


At the opening ceremony, held in a marquee pitched 
in the churchyard of St. Paul’s, Covent Garden, the 
inaugural declaration was made by Viscount Waverley, 
chairman of the governing body of the British Post- 
graduate Medical Federation, who remarked that St. 
Peter’s Hospital had engaged in postgraduate training as 
long ago as 1860, while St. Paul’s had taken a share in 
the work since 1928. The new building, he said, should 
enable the institute to undertake fundamental researches 
on which it must rely to justify itself as time went on. 
There were speeches also by Mr. A. R. G. Hudson, 
chairman of the committee of management, Mr. Clifford 
Morson, chairman of the academic board, and Mr. 
J. D. Fergusson, director of the institute. Afterwards, 
demonstrations were on view, including notably one 
of the cytological diagnosis of carcinoma of the 
prostate. 


Personal Papers 


LEUCOTOMY 


Tue face of the clock, white as my own, as I lay there 
waiting to be pushed into the operating-theatre, indicated 
the time: 9.10 a.m. I was quite philosophic about it. 
After all, I myself had asked to have this operation. 
Lying there thinking back over the past twelve years of 
suffering, sometimes incredibly agonising, I felt prepared 
to gamble even my life on the chance of being 
cured. What use was it to live at all if one was only 
half-alive ? 

I suppose it all started way back in my childhood 
somewhere. An only child said to be “ delicate,” 
a home comfortable enough but perhaps rather too strict, 
parents not very well matched, and a somewhat neurotic 
mother—my early life was the typical breeding-ground 
of subsequent neurosis. 

To suffer from what is popularly miscalled * nerves ”’ 
(and is really fear in various disguises) is at once humili- 
ating and frustrating: humiliating, because one gets 
scant sympathy in an illness which is usually neither 
mentally nor physically visible ; frustrating, because the 
sufferer often knows quite well why he is ill, but insight 
into causes is, by itself, rarely enough. I have few 
pleasant memories of adolescence, for by then my 
inner difficulties had multiplied apace. Usually I sought 
escape in the comparatively ‘‘ safe ’’ world of my studies. 
At the university in 1939, two days before my honours 
examinations were due to begin, I experienced my first 
real breakdown. I had a midday meal as usual; by 
nightfall I could not keep even a cup of tea down. In 
the end I chose not to inform my family of my wretched 
state and, remaining in digs, somehow managed to drag 
myself through the next three weeks. By then I was so 
emaciated that, if held up against a strong light, my 
hand could literally be seen through. At last, when the 
exams were over, I went home to begin the long, long 
road to recovery. 

In a slightly less severe form this nervous dyspepsia 
overshadowed my life for the next three years. In 


1943 I experienced nine months of continuous depression 
so intense that I more than once prayed, in all sincerity, 
never to wake up again. No-one—not even the doctors— 
seemed to realise just how ill I was feeling. I learned, 
for the first time, how cruel is the trite phrase: ‘‘ Oh, 
it’s only nerves.’’ But I never lost a single day’s work 
through nerves.” 

Not long after the end of the war I met my future 
wife; and a few months later we were married. I 
doubt if either of us was sufliciently mature to marry 
when we did—intellectual people are often ‘‘ late- 
starters’? in emotional growth. It soon became fairly 
obvious that there was very little hope of our ever living 
together happily ; and a separation was followed by 
divorce. Having, to. outward appearances, shouldered 
the responsibility for all that had gone wrong between 
us, I felt pretty awful, and at last decided to enter hospital 
to get straightened out. 


Once in hospital—which I did not enter even as a 
‘voluntary ’’ patient, but on exactly the same terms 
as a patient going into any general hospital—I picked 
up. Modified insulin treatment built me up physically ; 
discussing my problems with impersonal medical advisers 
created a new outlook ; occupational therapy and the 
life of the ward somewhat restored my self-confidence. 
Nevertheless I remained ‘‘stuck’’ in certain vital 
respects, especially in relation to my problems in the 
world outside. The day came, therefore, when I had to 
choose between leaving hospital as I was, in order to 
have ‘‘ another go at life,’ and the only worth-while 
alternative, which was to have leucotomy. 

I was interviewed by a panel of about a dozen doctors, 
who afterwards discussed my case in private before 
deciding that I was a reasonably suitable patient for 
this operation. Even then I was not completely satisfied. 
I secretly read one or two reliable medical books on the 
subject—I wanted to know all the pros and cons, and 
the very worst that could happen to me. Having 
given me their opinion, the doctors left the final 
decision entirely to me. How I vacillated during those 
weeks! Eventually I chose to take the plunge into the 
unknown. 
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Preparations started soon after that, for it would 
have been sheer cruelty to keep me in that fearful state 
of suspense for long; and one fine morning in 1951 I at last 
found myself in the anteroom of the operating-theatre. 
I surprised myself immensely by being quite calm and 
resigned about the outcome of my ‘ psychological 
adventure.”” As for the possibility of dying—I had 
reflected during the night that for over twelve years 
I had been half-dead anyway, and that, whereas I 
had a fair chance of pulling through, many of 
those who “go over the top” in war-time have 
less than a fifty per cent. chance of surviving. If 
I sincerely wanted to get well, I must risk even my 


At ten-past-nine the surgeon was standing there at 
the foot of my stretcher. The anesthetist stuck the 
needle into my left arm and asked me to count aloud, 
slowly. As I did so, the clock on the opposite wall 
began to revolve, slowly at first, then more and more 
rapidly, until it seemed to be just a spinning top. Soon 
it began to recede from me, faster and faster, to become a 
mere pin-head, incredibly far away, in the whirling 
vortex of infinity ... an ultimate point in consciousness. 
Then—utter blankness. 

Some six hours later I returned from that dreamless 
void to find myself back in my own bed in the ward. 
I knew immediately where I was. I knew also what 
my knowing where I was meant: that it was all over, 
as far as the physical side of the matter was concerned. 
So far, so good! Then followed the usual aftermath 
of an operation. For the first fortnight I experienced 
blinding headaches. Meanwhile I was timidly exploring 
my new and somewhat altered “ self.’’ Closing my eyes, 
I discovered a wonderfully coloured inner world of 
mysterious blues and greens—a sort of ‘“‘submarine”’ 
effect. This was only a passing phase in my 
convalescence, however. 

What was the psychological effect of the operation ? 
One or two well-meaning people have objected that 
leucotomy is unwarranted interference with the ‘ soul.’ 
It is not. One is obviously the same person after as 
before the operation. There is no black-magical change, 
no dramatic discovery of an entirely new personality. 
One’s memories remain the same; one’s intelligence is 
unimpaired, if not improved ; one’s basic feelings about 
life remain unaltered. The only thing which really 
changes—and this is a very gradual process—is the 
ability to alter the badly set pattern of one’s life ; there 
is more ‘‘ drive,’’ more resilience, more objectivity 
in regard to oneself and one’s environment. The 
leucotomy operation itself is only the very begin- 
ning of one’s cure. The actual improvement in a 
human life still remains for the individual himself te 
accomplish. 

What have I myself experienced since the operation ? 
In a remarkably short time I regained a sense of physical 
well-being, which I had almost completely forgotten. 
Psychologically, the prison doors are opening at long 
last ; it is up to me to walk through them, so that in 
time I may complete my own cure. Already it is a truly 
wonderful release from bondage. For the first time 
in ten years I can really enjoy a cinema show; I am 
free to go about without excessive anxiety (even to 
places my wife and I knew together); my mind 
is clearer and my intellect, if anything, improved 
thereby ; and when necessary I can again stand up to 
people. 


Am I entirely free from symptoms? No, not yet, 
because I still have some big problems to solve. These 
are, of course, the problems common to us all, our human 
heritage. They include, first and foremost, earning 
a living again. After being wasted on the academic 
shelf for some years, this is not easy. Generaily speaking, 


people ** couldn’t care less ’’ about one’s need for employ- 
ment during rehabilitation; they have their own 
problems. Also, there is the old fallacy ‘* once a neurotic, 
always a neurotic’’ to be overcome. And there are other 
problems, including the rebuilding of my self-confidence, 
and reinstatement into social life with the help of loyal 
friends who have never doubted me. 


. Medicine and the Law 


Physical Methods in Mental Illness 


MopeErN physical methods of treatment for mental 
illness are not without hazards for all concerned. Indeed, 
it is a nice medicolegal question whether the neuro- 
surgeon, the psychiatrist, or the patient is most in need 
of protection. 

In a letter in our last issue Dr. G. D. Morgan and 
Dr. Elizabeth Tylden drew attention to a legal case? 
in which a patient, making a claim for damages, lost 
financially because he had refused to enter a mental 
hospital for electro-conviilsive therapy. It is possible 
that he would have benefited by the treatment; on 
the other hand, not all psychiatrists agree that electro- 
convulsive therapy is the most suitable treatment for the 
condition from which he is reported to have been suffer- 
ing. Lord Justice Singleton, in dismissing the appeal, 
said that if a man was recommended by his own medical 
advisers and others to undergo a course of treatment, 
he ought to undergo it, if he was advised that there was 
a reasonable chance of recovery and that the treatment 
was reasonable. This is a fair statement of a principle 
which should hold good in an ideal state, where doctors 
do not disagree. As things are, the patient, when 
offered some form of physical treatment for mental or 
emotional symptoms, can only use his own judgment ; 
and even if he had at his disposal all the information 
available to the medical profession he might still hesitate 
—might still decide to exercise his right to refuse the 
proposed measure. Lord Justice Singleton’s ruling 
may coerce future patients to accept, for fear of financial 
loss, treatment which is not without some risk, however 
small, both to their personality and to the actual structure 
of their brain. There is also the danger that if a 
psychiatrist, for what seem to him to be good and 
sufficient medical reasons, withholds such treatment 
from a patient, he will run a risk of being summoned for 
negligence. 

Similar, but more complex, problems are presented 
by prefrontal leucotomy ; for here, of course, personality 
and intellectual changes can occasionally be very 
unfavourable indeed, and pareses and convulsions are 
among possible sequele. The protection of the neuro- 
surgeon was discussed last year by the American 
Psychiatric Association ; and though the legal position 
in the United States is somewhat different from our own, 
the problems to be solved are much the same. Dr. 
Maximilian Silbermann and Dr. Joseph Ransohoff * 
estimated, in their opening paper, that some 20,000- 
25,000 people in the U.S.A. have undergone some form 
of this operation, and that almost every imaginable 
category of mental illness has been treated in this way. 
They therefore set out to consider what form of consent 
should be sought before such operations are done, and 
who should sign it. 

If the patient is legally capable of consenting he must, 
of course, sign the form himself; but patients treated 
by leucotomy are often not legally competent. Even 
if the patient is able to consent Silbermann and 
Ransohoff advise getting the consent of any close 


1. Times, May 21. Marcroft rv. Scruttons. 
2. Amer. J. Psychiat. 1954, 110, 801. 
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relatives as well, lest any of them later brings a suit 
claiming that the person who consented to the operation 
was himself legally incompetent at the time of signing the 
form. If the patient is incompetent, the consent of a 
guardian or a committee appointed to take care of him 
should be enough ; but in America, it seems, such com- 
mittees can greatly complicate the picture. In most 
States an insane person is a ward of the State, which 
acts through the appointed guardian or committee. 
In some States there are two committees, one charged 
with the care and treatment of the insane person, and 
the other with looking after his property and financial 
affairs. Silbermann and Ransohoff advise getting the 
consent of both committees (for the second committee 
has to authorise payment of the surgeon), and also 
of any close relatives. Since it is ‘‘ highly improbable ”’ 
that either committee will give consent without a court 
order, the first step is to petition the court to give consent 
and allocate funds from the patient’s estate. The 
next of kin has to be notified, and a long and expen- 
sive proceeding may ensue. Special difficulty arises 
when (as is usually the case) the patient is indigent 
and cannot afford legal help in establishing his 
incompetency. These obstacles seem considerable ; 
but Silbermann and  Ransohoff insist that for 
complete protection against liability they must be 
surmounted. 


There is, moreover, another difficulty: a patient 
may be legally incompetent at the time of the 
operation, and may later, by another court, be 
declared to have been, in retrospect, competent all the 
time. 


In a case quoted by these authors, a woman who was 
legally incompetent was operated on by a neurosurgeon 
with the consent of her appointed guardian. Shortly after- 
wards a court determined, in another proceeding, that the 
woman was sane and could not be retained in the hospital ; 
and a few months later a jury found that she was sane at 
the time of the operation. She was therefore allowed to 
recover damages, from the neurosurgeon, for assault and false 
imprisonment. 


At the opposite pole of injustice seems to be the 
opinion of the Deputy Attorney-General of Pennsylvania 
that the friends, relatives, guardian, or other persons 
have no right to determine what methods of treatment 
can be given to a patient detained in a mental hospital ; 
and that treatment by shock therapy can be given by 
the superintendent of the mental institution without 
the consent of the patient or his guardian. Silbermann 
and Ransohoff suggest that this theory might possibly 
be extended, ‘‘ as a legal proposition,’’ to include pre- 
frontal leucotomy and kindred operations. ‘‘ How- 
ever,’ they very properly add, ‘‘ ethically speaking, 
this might seriously endanger a person’s right to decide 
for himself whether or not he agrees to an operation, 
the effects of which are irreversible.” 


This leads them to consider the form of consent ; 
and since, as they say, ‘loosely worded and general 
consents, do not afford as much protection as specific 
consents,” they propose that the form of consent should 
mention possible results in detail, and even state the 
kind of operation to be performed. The consent form 
they propose carries the following formidable paragraph, 
which might well deter most patients from consenting 
at ail—though guardians might accept the conditions 
in a more robust spirit. 


“The nature of the operation and the special risks involved 
have been explained to the undersigned. In particular a full 
explanation has been given of the possible occurrence of 
convulsions, personality or intellectual changes, loss of 
bowel or bladder control, paralysis or other weakness of the 
nervous system resulting from this operation and the con- 
sent hereby given is with full knowledge of these possible 
consequences.” 
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Recognising that such an unconditional surrender 
waives the patient’s immunity from operation, the 
authors suggest that he too should be protected—for 
instance, against a guardian who grants consent without 
due deliberation. Perhaps the approval of a panel 
might be sought before operation ; and this safeguard 
has also been suggested for patients without relatives 
who are in mental institutions. 

Finally, there is the public to be considered: do they 
perhaps need protection ? These operations can produce 
considerable changes in the patient’s affective behaviour, 
judgment, and concept of abstract ideas. A patient 
who had criminal tendencies before operation is hardly 
likely to find a higher standard of ethic among the 
benefits of operation. After transorbital leucotomy, 
which is commonly performed in America, a patient 
may be returned to his ordinary life within a few days. 
Is there some risk in discharging him so early from 
close supervision? Quite apart from patients. who 
are not reliable citizens before operation, there are 
others in whom criminal tendencies develop after it. 
Silbermann and Ransohoff mention a case in which a 
patient without previous criminal tendencies committed 
murder after leucotomy. Dr. Walter Freeman, in 
discussing the paper, remarked that major crimes by 
leucotomised patients were “‘ surprisingly infrequent ”’ ; 
but added that he knew of one homicide and had seen 
newspapers accounts of two others. 

This raises a flock of questions about the patient’s 
responsibility. Should the leucotomised patient be 
held fully responsible for negligent actions ? Is he capable 
of the same care and diligence as a person not so treated ? 
Should the operation affect his ability to contract marriage, 
obtain divorce, or adopt children ? Should the fact that 
he has been leucotomised be ground for divorce ? 
Should failure to reveal that he had undergone the 
operation before marriage be ground for an action for 
annulment? Does the operation change a patient’s 
capacity to make, modify, or revoke a will? Can a 
contract for a person’s services be broken by one con- 
tractor on the ground that the operation made the other 
contractor unreliable ? Is there, here, an analogy with 
the case of the patient ‘‘defectively cured’? of general 
paralysis by malarial treatment ? 

Clearly there are many legal questions to be settled 
about the results of this operation ; and in this respect 
it cannot be classed with other surgical procedures. 
If Lord Justice Singleton’s ruling in the matter of electro- 
convulsive therapy should be extended, at some future 
time, to cover treatment by leucotomy, it would bear 
very hardly on those patients who prefer the ills—and 
the character and personality—they know to those they 
know not of. 


Domestic or Professional ? 


In a case before Lord Wheatley in the Court of Session 
in Edinburgh, a woman is claiming £5000 damages from 
the board of management for West Fife Hospitals for 
burns of both buttocks, legs, and back sustained as a 
result of her having been admitted unconscious to the 
Northern Hospital, Dunfermline, on April 11, 1953, and 
put to bed in contact with a live electric blanket.' She 
claims that the nurses, in preparing her bed and putting 
her in it, were performing domestic work under the 
control of the board: in any event they were acting in 
the course of their employment with the board and it was 
their duty to do their work carefully. In their defence 
the board denies that the preparation of a bed for the 
patient, and settling her in it, were duties performed 
by the nurses under its direction and control. These 
were matters falling within their professional skill as 
nurses. 


1. Dunfermline Press, May 22. 
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Reconstruction 


HEALTH CENTRE IN MANCHESTER 


EXPERIMENTS in methods of running a general practice 
are beginning to show a healthy diversity. Here and there 
are a few health centres in which general practitioners 
work side by side with doctors holding local-authority 


clinics ; at least one diagnostic centre has been brought 
into use; and group practice in various guises is 
increasing. 


At the Darbishire House centre in Manchester, which 
was being officially opened by the Minister of Health 
last Wednesday, distinctive features include a plan for 


Fig. |—Exterior of building. 


the practitioners, later on, to teach undergraduates and 
themselves to operate local-authority clinics. District 
nurses will be attached to the centre and will also run 
a treatment room for injections, minor injuries, and 
physiotherapy. It is hoped that health visitors will later 
work from the centre. 

The money for this venture comes from several 
sources. The building itself has been bought and adapted 
by the Nuffield Provincial Hospitals 
Trust, which has promised a sub- 
stantial grant ; a similar grant is to 
come from the Rockefeller Founda- 
tion ; the university is to meet the 
research and teaching expenses ; and 
the city corporation is to provide 
money for maintenance costs (this 
will come wholly from local revenue, 
since the centre does not fall within 
the definition of a ‘‘ health centre ”’ 
in the National Health Service Act. 


The aims are: (1) to provide first- 
class medical care for the inhabitants 
of the densely populated city area 
that it serves; (2) to demonstrate 
integration of preventive and curative 
services ; (3) to provide for the teach- 
ing of undergraduates; and (4) to 
show how medical care can take into 
account social factors, and to promote 
sociomedical research. 


The four doctors staffing the centre 
have been working there for nearly 
three months. Each was already 
established in practice; and this 
transfer to a strange milieu is a 
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Fig. 2—Plan of ground-floor. 

\—4, General-practitioner’s suite (1, waiting-room ; 2, lobby ; 3, examination- 
room ; 4, consulting-room). 5, Doctors’ toilet. 6~-9, General-practitioner’s 
Suite. 10, Office. 11, Entrance hall. 12-15, General-practitioner’s suite. 16, 
Doctors’ toilet. 17, Lift. 18, Cleaners’ room. 19-22, General-practitioner’s 
suite. 23, Women’s toilet. 24, Men's toilet. 25, Pram shed. 26, Caretaker’s 
fuel store. 27, W.C. 


courageous act. Eventually these doctors will each run 
two sessions a week of the local-authority clinics of 
the school medical service and maternity and child- 
welfare service; they will do two sessions a week as 
clinical assistants at a local regional-board hospital ; 
and they will be approved as teachers in the medical 
school. It is proposed that undergraduates, as part 
of their training, shall take some of their clinical instrue- 
tion with the doctors in the centre and the district. 
Furthermore, it is hoped that careful study and recording 
of the influence of social and economic factors on illness 
and disablement in the urban population served by the 


Fig. 3—A consulting-room. 
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centre will provide a good basis for research projects, 
which will be under the guidance of the university 
department of social and preventive medicine. 


The centre, which is within the precincts of the university 
area, is a former hostel for clerks and domestic-science 
students, which was bought for £17,500, adapted for £15,000, 
and equipped for £10,000. The building (fig. 1) is of an 
awkward V shape, which involved problems for the architects, 
who have done their best with existing bricks and mortar. 
On the ground-floor (fig. 2) the four general practitioners 
have separate suites, each consisting of a consulting-room 
(fig. 3), waiting-room, and examination-room (fig. 4). These 
suites are decorated in light pastel colours, with bright 


Fig. 4—An examination-room. 


curtains and light oak furniture, and, on the walls, lithographs 
by contemporary artists. 

The floors are connected by a passenger-operated lift. The 
first floor has a small treatment room for the three district 
nurses, who, in an adjoining room, can give infra-red-ray 
treatment and simple physiotherapy. There is also a room 
for clinical pathology, staffed half-time by a hospital tech- 
nician; specimens for the more complicated biochemical 
tests and swabs for culture are sent to the clinical-pathology 
department of the nearby teaching hospital. On this floor, 
too, is the X-ray room, staffed half-time by a radiographer. 
Finally, this floor will accommodate the maternity and child- 
welfare clinics. 

The second floor will be used for school clinics; and it 
has a caretaker’s flat and a room for the liaison officer (who 
is also reader in social and preventive medicine), who will 
organise undergraduate teaching. 

The lay staff includes the secretary, shorthand typists, and 
telephonist. 


In the brief period that the centre has been open, 
patients’ comments have been generally favourable ; 
they seem to appreciate especially the advantage of 
an immediate radiographic examination or laboratory 
test. 

Those who would start any sort of health centre set 
their feet on a stony road. The initiators of the Man- 
chester scheme, who by painful inches have gained their 
first objective, deserve a resounding success. 


Parliament 


Control of Television Advertisements 


In the House of Commons on May 31, on the com- 
mittee stage of the Television Bill, Dr. EpITH SUMMER- 
SKILL moved amendments to the Second Schedule 
(Rules as to Advertisements) to protect viewers—and 
especially the chronic sick or disabled who were tied to the 
house—from the glib patter of the salesmen of some drug 
firms. Mr. ArrTHUR BLENKINSOP said that one of the 
great anxieties in the health service was that doctors 
were urged by their patients to prescribe for them 
medicines and drugs which the doctor might feel were 
undesirable. While the Minister of Health was trying 
to secure the codperation of the medical profession in 
avoiding the prescription of unduly costly drugs, 
it would apparently be proper for advertisers to 
promote their sale through the commercial television 
service. 


Dr. BARNETT STROSS agreed that the Minister already 
had power to prevent unethical advertising. But did he 
realise what an embarrassment the persuasive advertise- 
ment of proprietary preparations might be to the general 
practitioner who had to waste his most precious asset— 
his time—explaining to his patients that such and such 
a thing is not as good as they think it is? 


Mr. L. D. Gammans, Assistant Postmaster-General, 
said that everyone would agree with the spirit behind 
the amendments, which was to prevent the natural 
hopes and fears of sick people being improperly exploited. 
The Independent Television Authority already had powers 
under the Bill, and advertisers, who were as keen as the 
Government to maintain the general standards of 
advertising, had volunteered to set up a committee to 
advise the I.T.A. The Postmaster-General had already 
consulted the British Medical Association, who 
agreed to nominate representatives to sit on the sug- 
gested advisory committee. The committee would 
advise not only on the products to be advertised, but also 
on the misrepresentations which might take place by 
someone on the television screen pretending to be a 
doctor, .or a nurse, or saying that he was a herbalist. 
That would give the medical profession what everyone 
wanted them to have, the opportunity to express their 
views. Mr. Gammans added that he would examine the 
point and if he thought it necessary he would include 
the committee in the Bill. The amendment was by leave 
withdrawn. 


Dr. Stross moved an amendment providing that no 
advertisement should be permitted of any tobacco, 
smoking mixture, cigars, or cigarettes. He asked for an 
assurance that the advisory committee would include 
two members of the Medical Research Council. It might 
be that the result of the magnificent gift of £250,000 
from the tobacco companies would give a solution of the 
cancer problem within a few years. But today we knew 
that 83% of all cancers of the lung had an association 
with excessive smoking, in the main of cigarettes. He 
held that there should be some safeguard to prevent this 
type of advertising during the next few years. Sir 
Davip MAXWELL FYFE, the Home Secretary, said that 
he stood by the announcement which had been made 
by the Minister of Health, but there was a general feeling 


* that it would be unfair to make this prohibition. He 


undertook to discuss the matter with the Minister of 

Health and bring to his notice what had been said in the 

debate. The amendment was by leave withdrawn. 
Coroners Act 


The Royal Assent was given by Commission to this 
Bill on June 4. 


QUESTION TIME 
Group Practice 


Replying to a question, Mr. Macreop, Minister of 
Health, said that applications for assistance in establishing 
group practice had so far been received from some fifty 
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groups of practitioners. It was known that some executive 
councils had other applications under consideration. 


Pneumoconiosis Claims 


Replying to a question, Mr. OsperT PEAKE, the Minister 
of Pensions and National Insurance, said that 5439 people 
claiming benefit for pneumoconiosis under the National 
Insurance (Industrial Injuries) Acts were first examined by 
the pneumoconiosis medical panels in 1952, and 7123 in 1953. 
Of these 3472 and 4648 respectively were found to be suffering 
from the disease, representing, for each year, about two-thirds 
of the number examined. 


Army Medical Records 


Replying to a question, Mr. Anrony Heap, Secretary of 
State for War, said that the contents of Army medical records 
might be given, on request, and with the consent of the men 
concerned, to civil doctors to assist in treatment. It was not 
the practice to disclose them to the men themselves. 


Danger of Teething-powders 


Replying to a question, Mr. Mactrop, Minister of 
Health, said that no public warning had been issued by the 
Ministry of Health concerning the use of teething-powders, 
but in a recent series of notes issued by the Ministry to the 
editors of women’s magazines and to women’s page journalists, 
attention had been drawn to the possible harm in giving 
— doses of teething-powders to infants without medical 

vice. 


Physically Handicapped Children 


In answer to a question, Miss FLorENcE Horsprvucs, 
Minister of Education, said that in December, 1953, local- 
education authorities in England and Wales were providing 
special educational treatment for 6449 physically handicapped 
pupils accommodated in special schools (other than hospital 
schools), independent schools, and boarding-homes. Authorities 
were at the same date seeking special school places for 1613 
physically handicapped children. The facilities were being 
continuously increased, and at present 700 places were being 
provided, or were shortly to be put in hand. 


Hospital Pay-beds 


Replying to a question, Miss Parricra HorNsBy-SMITH said 
that during the period July-December, 1953, 32-3% of hospital 
pay-beds were unoccupied. The number of free hospital beds 
had been increasing steadily ; further increases were planned, 
and hospital authorities were constantly endeavouring to 
secure the more efficient use of existing beds. 


Psychiatric Treatment of Borstal Prisoners 

Miss MARGARET HERBISON asked the Home Secretary 
whether he had considered the disadvantages of the return to 
prison conditions in Holloway of borstal girls needing psychi- 
atric observation and treatment; and whether, bearing in 
mind the fact that Holloway was found not to be the proper 
place for normal borstal girls, he would consider as a matter 
of urgency establishing a psychiatric unit under conditions 
more suited to the needs of emotionally disturbed adolescents 
where treatment would have a greater chance of success.— 
Sir Davip MaxweE.t Fyre replied: Admittedly there are 
disadvantages in sending borstal girls needing psychiatric 
observation and treatment to Holloway, but there are medical, 
psychiatric, and nursing services there that are not available 
in any other penal establishment for women. The number of 
girls requiring these facilities is so small that it is not feasible 
to set up a special centre to cater for them. Their conditions 
at Holloway are governed by the borstal rules. 

Miss Hersison: Does not the Home Secretary agree that 
it is wrong that borstal girls, particularly emotionally dis- 
turbed ones, should be sent to any prison and especially to 
Holloway ? Does he not realise that it would be worth the 
expenditure to have a small psychiatric unit in one of the 
borstals ? Will he not consider even the sending of visiting 
psychiatric specialists to one of the borstals ?—Sir Davip 
MaxwELt Fyre: I should very much like to consider those 
points. I can assure the hon. Lady that the number does not 
exceed a dozen a year, and that they remain in Holloway 
only so long as is necessary for the purpose of the treatment. 
But I shall consider what she has said. 


In England Now 


A Running Commentary by Peripatetic Correspondents 


WHEN I left Tom and Mabel McGuinness at the door 
of their caravan last Tuesday afternoon, I was undecided 
whether they ought to be certified or canonised. 

I first met Tom after a talk I had given in the Work- 
men’s Institute on Great English Painters. He asked 
me if he could see me professionally and I was astonished 
at his story: A week ago, he said, he had left his home 
to sweep the streets and when he came back at 6 P.M. 
found he had drawn a dividend on the pools and was 
£450 better off. 

His wife and he had always had a burning ambition 
to own a caravan and to live on a small ribbon of land 
by the wide waters of the Lune not far from the old 
village of Halton. This was only a mile or so from work 
and was a place of great beauty and quiet. The dividend 
was their opportunity. However, news of his luck had 
reached his relatives—more than he believed existed— 
who began to put in their claims for his charitable 
consideration. So many and so urgent were the requests 
for help that Tom began to grow anxious and sick, 
wondering how he could.dispense his new riches with 
equity and without offence. It was at this stage he 
sought my advice. The conflict was solved, before my 
bromide had a chance to take effect, by his wife who 
was a woman of steady mind and a singleness of purpose. 
She told him and his relatives that she had bought a 
caravan for £450, and had ordered its immediate removal 
to the elected site by the river. And there, two years 
ago, they settled in great contentment. 

When his work is finished Tom fishes for rainbow 
trout or works on the small square of green turf between 
his home and the river, which he has converted into 
a model garden. His wife spends her day polishing her 
small home until the brass and the wood shines as 
brightly as the sun on the waters outside. 

Last Tuesday I was asked to visit Tom, who had 
sprained his ankle. After I had attended to him, my 
interest was afrested by a picture on the wall. It 
was, I thought, a fine copy of a Turner landscape showing 
a part of the Lune Valley near Kirby Lonsdale. It 
seemed wonderfully true and faithful to his style. 1 
asked if I might take it down and was soon handling 
it with all the devotion due to the original painting of a 
great master. 

“* How did you come by this picture, Tom ?” 

“Tt was left me by a great aunt who died in Scotland, 
last year.” 

you Know who painted it 

“Yes, an English artist called Turner.” 

**,. You know, of course, that it is worth a lot of money ? ” 

** Mabel,”’ said Tom, turning to his wife who was baking 
bread in a small gas oven, ‘‘ How much did that chap from 
Christie’s offer ?” 

“Six thousand, dear.” 


“You see,” said Tom, limping to the door in order 
to speak to me more confidentially. ‘‘ When this 
valuer chap came down and offered us £6000, I was all 
for taking it, but Mabel was against it. Mabel is a 
remarkable woman, doctor. She says to me, she says : 

‘What do you want in life, Tom ?’ 

‘A nice home by the river and peace—and no relations at 
any cost.’ 

‘At any cost? If we get rich where do you think your 
relations would be ?’ 

‘On the doorstep, Mabel.’ 

‘ And your home by the river ?’ 

Invaded,’ 

“And peace ?’ 

“Gone!’” 


There was a pause while Tom, who had recalled this 
conversation with relish, savoured it in his memory 
again. And then he said “In any case it looked nice 
over the bunk, so we left it on the wall.” 

x * * 

At bank-holiday times mankind divides itself into two 
groups: the wise, who stay at home ; and the silly ones, 
who throng the roads. Last Monday—Whit Monday, 
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that is—we planted ourselves firmly among the silly 
ones. Setting out for Folkestone from a southern suburb 
at 11 A.M., we were soon bowling through Maidstone, and 
after only brief impaction at Ashford won through to the 
coast by 12.45. This, we said, is too easy. But wait! 
Setting course for home at 5 p.m. (‘‘ my dear, the children 
must be in bed by half-past seven ’’) we joined a half- 
mile queue at Ashford, and got through in a quarter of 
an hour. At Maidstone the queue, double-banked, 
started over three miles from the town, and was moving 
at rather less than 1 mile an hour. After three-quarters 
of an hour of this we acted boldly, cut off on to a by-road, 
and rejoined the crowd proximal to the obstruction. At 
Swanley the line was only a mile long; and we reached 
home—62 miles from the coast—in 4'/, hours. By this 
time our three little wonders were in jubilant form. Not 
so my missus and I. ‘ Never again,’’ we sighed. But 


we shall, 
* 


Derby Day always brings its little store of excitement, 
but our proximity to the racecourse is a doubtful asset. 
True, all clinics are cancelled, but not with the idea of 
letting us go to watch the fun. At all other times 
competition for outpatient appointments is fierce, but 
on this one day of the year the local inhabitants have no 
wish to see a specialist. On the other hand the casualty 
officer is usually provided with reinforcements, and 
empty beds are kept ready for Pott’s fractures, perforated 
peptic ulcers, and cerebral hemorrhages, which are the 
chief sporting risks of the turf. Attacks of paranoid 
hysteria (‘‘ ’ve been robbed !’’) are not infrequent, and 
there is said to be a significant increase in the incidence 
of pediculosis. Complications among inpatients are few, 
but the house-surgeon always goes round the chronic 
blocks after the commentary, reducing herniz. 

Our first admission was a school-teacher from the 
Midlands who, in the heat of the final furlong, had a 
rigor. ‘‘ And what might a Birmingham schoolmaster 
be doing on Epsom downs on a Wednesday afternoon ? ”’ 
we asked. ‘‘ Brushing up his arithmetic, of course,” 
came the reply ; then, as a glum afterthought: ‘ Sub- 
traction sums.” 

But on the whole this was a satisfactory year. Few 
patients, merry or moribund, could resist backing Never 
Say Die, and even a confused old granny, who has 
entertained suicidal notions for years, insisted on 2s. 
each way. 

* * 

By a fortunate coincidence I was again in London 
this year at the time of the Chelsea flower show. Super- 
latives do not do justice to the magnificent blooms 
modern horticulture produces, but I was best pleased by 
the scientific section where I learnt that while Londoners 
must expect to water their gardens in >9 years out of 
10, Mancunians only need do it in <5. Poor Londoners 
I thought, how they must long for that elusive <1 year 
in 10 when they are spared the drudgery of watering-can 
and hose-pipe. Next morning I returned home to 
Manchester ; persistent rain washed out an afternoon’s 
tennis. I couldn’t even get into the garden to tackle the 
weeds made luxuriant by all this confounded rain. 

* 

Long after everyone else had gone home, a tired and 
hungry surgeon still sat in the library, uninterestedly 
turning the pages of The Lancet. From time to time he 
cast impatient glances at the clock on the wall, shook 
his head, and sighed. At last he rose—‘‘I think it’s 
all right for me to go home; my children should be in 
bed by now.” 


* * * 


News from School.—The fountain pen broke. I thing it 
could be mended with cellotape. There is a big crack in the 
plastic above the nib. Everyone was trying to throw balls 
over and on top of the tower. A lot were lost. We have been 
planning how to rebel against the Masters. We overpower 
Mr. Smith-Jones in the shooting range at gun point, (He is 
the shooting master.) then we raid Catterick Camp on visitors 
day, capture a plane from Leeming Bar aerodrome from which 
we scatter pamphlets on Northallerton and nearby appealing 
to boys to join us. Soon we have an army of 500. In the 
end we will conquer the earth and rule it. 

Love from David. 


LETTERS TO THE EDITOR 


(JUNE 12, 1954 


Letters to the Editor 


THE POSITION OF NEUROLOGY 


Sir,—It is impossible not to concur, in part at least, 
with the reasons you proffer for the difficult situation 
of clinical neurology in this country since 1948. Yet I 
venture to submit that we must probe a little deeper if 
we are to gain an effective insight into the situation. 

You say that “‘ there is a tendency to believe that in the 
provinces neurology should be undertaken by general 
physicians ; and that both the practice and the teaching 
of general medicine would be impoverished by the 
appointment of neurologists.’ I do my colleagues the 
general physicians the justice to say that I do not believe 
they regard themselves as competent to act as consultant 
neurologists, and that they would not make any such 
claim for themselves. Moreover it is not where there are 
medical schools in the provinces that neurologists are 
lacking, though they are too few, but in large industrial 
and in some rural areas where no such schools exist. 
How, then, can teaching be impoverished where no 
teaching is, or alternatively how could the teaching of 
medicine be enriched when neurology is ‘‘ undertaken ”’ 
—sinister word—by general physicians. 

Let us be frank about this matter, if we are to discuss 
it at all. The very numerous young men trained for, and 
eagerly desiring, consulting appointments as general 
physicians find the number of vacancies woefully inade- 
quate, and the lists of candidates when any vacancy 
arises as woefully long. What more natural than that 
they should view with dismay the lessening of consultant 
openings for them every time, under the present unmean- 
ing system of limitation of consultants, that a neurologist 
is made a consultant ? With no illusions as to their 
inadequacy to cope with the thorny problems of neurology 
they are ready to accept the simple notion that the general 
physician might take over the neurological estate and 
administer it as a side line, and are prepared to dub 
neurology a luxury if this will help. 

In truth, neurology is nobody’s side line. It happens to 
be a difficult and precise discipline in which we in this 
country—and let there be no false modesty about it— 
have long excelled, so that its study has brought more 
postgraduates to this country from overseas over the past 
few generations than any other single branch of medicine. 
It happens also to be an indispensable discipline, and if 
it is to be allowed to go by the board to meet the complica- 
tions created by the National Health Service and the 
present redundancy of potential consultants in general 
medicine, we shall not be able to restore it, or the damage 
to the prestige of British medicine which its loss will 
entail. 

The grounds upon which the neurology committee of 
the Royal College of Physicians submit that there is 
a deficiency of adequately trained neurologists cannot be 
gainsaid by anyone who knows the facts, nor their 
submission that the neurosurgeon is by temperament and 
training unfitted to ‘‘ undertake’’ the whole field of 
neurology within which the main incidence of illness is 
medical and not surgical. Yet when, as now, matters of 
politics and finance, and not the informed and dis- 
passionate view of the needs of the community and of 
medicine, determine the pattern of development of 
medicine, situations incompatible with its proper growth 
and differentiation must arise and will continue to arise. 

Unhappily, as I most strongly hold, every professional 
body that represents medicine with the Ministry of Health 
has become so deeply entangled in financial controversy 

over questions of the emoluments and material gratifica- 
tions of doctors that none is left to speak with single mind 
and complete disinterestedness upon what is essentially 
an academic problem—namely, the rational growth and 
differentiation of medicine as an activity upon which so 
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much of the welfare of the community hangs. This, 
perhaps, is where an Academy of Medicine, standing 
aloof from the chafferings of the market-place, might 
have filled a réle of the first ania 3 


London, W.1. F. M. R. WALSHE. 


ARTHROPLASTY v. ARTHRODESIS 

Str,—Your leading article of May 29 discusses the 
relative claims of arthrodesis and arthroplasty of the 
osteo-arthritic hip-joint with such fair judgment that I 
hesitate to criticise. At the same time I must do my 
best to dismiss the myth you have raised once again that 
“the variety of methods of arthrodesis reflects the 
difficulty of ‘producing certain fusion of the hip-joint.”’ 
If enough people go on saying this long enough, someone 
will begin to believe it. 

Let it be understood quite clearly that there is no 
difficulty whatever in securing sound arthrodesis of the 
hip-joint provided only that the first principles of surgi- 
cal technique and after-treatment are observed. If a 
surgeon wants to arthrodese a hip-joint he can always 
do so. The articular cartilage must of course be removed 


completely, and there must be internal fixation with . 


grafts or nails, and with protection in plaster for about 
four months (which never did any harm to a knee-joint 
provided only that the surgeon knows how to deal with 
stiff joints by active and not by passive measures). 

Your editorial implies that there is uncertainty about 
arthrodesis of the hip-joint; but the fact is that the 
certainty of the result of arthrodesis is the very special 
merit of this operation. The joint will of course be as 
stiff as it was before ; there may be some slight difficulty 
in reaching the shoe-lace or sitting bolt-upright in a 
chair ; but there can be no doubt at all that the patient 
will walk ten or twenty miles, jump hedges, vault fences, 
climb mountains, and engage in every recreation without 
ever thinking about himself or his hip-joint. 

There are of course still older patients, aged 60-90 
years, and also those with bilateral osteo-arthritis, in 
whom arthroplasty is a far better treatment—but here 
again we must beware recent criticisms; the results 
can be good if the operation is done well, and most 
recent failures have arisen not because the operation 
was bad but because the operation was done badly. 

There seems to be no doubt that arthrodesis is best 
for young and vigorous patients up to the age of about 
60 years, but that beyond that age, and for patients with 
bilateral osteo-arthritis, arthroplasty is better—though I 
should add that of all the happy patients who see me 
month by month, I do not know of any more happy 
than those whose arthritic hip-joints have been 
arthrodesed. The important point, which should really 
be obvious, is that neither arthrodesis nor arthroplasty 
of the hip-joint can succeed unless the operation and the 
after-treatment are done properly. 


London, W.1. REGINALD WATSON-JONES. 


Sir,—In your leading article you mentioned two 
methods of hip arthroplasty—Smith-Petersen’s cup and 
Judet’s acrylic head. In my opinion neither of these 
methods is satisfactory. Cup arthroplasty, or any such 
procedure which introduces a ‘‘ loose body ’’ into the hip, 
has got obvious mechanical defects. An acrylic head, 
or other prosthesis which necessitates excision of the head 
of the femur, is a mistake because if anything untoward 
should happen further treatment is very difficult. 

For upwards of seven years I have been using a 
steel prosthesis, by means of which the femoral head 
can be retained. It consists of a hollow cannulated 
cap which fits over the trimmed head of the femur, and 
a trifin nail which fixes it to head and neck of the bone.! 
In a fairly large series of cases the following points have 
emerged : 


1. Fitzgerald, F. P. J. Bone Jt Surg. 1952, 30B, 120. 


1. The diameter of the prosthesis should be 4 mm. less 
than the femoral head as measured by callipers at the time of 
operation. 

2. The femoral head should be trimmed with a special 
cutter and not an osteotome, so that an accurate fit can be 
obtained. 

3. A preliminary guide-wire introduced into the head and 
neck of the bone is essential if the length and position of the 
prosthesis is to be gauged accurately in advance. 

4. The shank should be centrally placed in the neck with the 
prosthesis i in mid position, neither in valgus nor in varus. 

5. The point of the prosthesis should not penetrate the 
femoral cortex. 

6. The nail and cap should be riveted together at the time 
of operation, so that the over-all length is correct. In the 
original model, which was demonstrated by the makers 
(Down Brothers) at the British Orthopedic Association’s 
meeting in Nottingham in 1949, the cap and nail were shown 
in one piece and the prosthesis is still sometimes supplied 
in this form. This is a mistake if accuracy is to be achieved, 
unless a very large stock of prostheses is carried. The two 
elements can be riveted together by the surgeon at the time 
of the operation; it takes less than half a minute. This 
technique has been used for many years; it is simple and 
perfectly reliable. 

7. Finally, meticulous technique, unhurried gentleness, 
and perfect hemostasis are essential for a good result. 


It is too soon to be dogmatic about the ultimate 
success of this method. This prosthesis is not a panacea, 
but the results—when the above points have been 


observed—are promising and it is worthy of further 
careful trial. 


London, W.1. F. P. FivzGERALp. 


REMUNERATION OF HOSPITAL MEDICAL STAFF 


Str,—I received recently bulletin no. 3 of the Central 
Consultants and Specialists Committee, which purports 
to explain to the profession the rationale of the recent 
award to hospital medical staff. 


Paragraph 1 states that ‘‘ Consultants entered the service 
on the appointed day in 1948 upon ‘interim’ terms (for 
example, the maximum salary of a part-time consultant was 
£1600 per annum).’’ However, it should be appreciated that 
this maximum was available for as little as eight sessions. 
It might reasonably be assumed from this that the rate for a 
whole-time consultant would commence at £2200 per annum, 
as a basis for negotiation. In fact, although the statement 
informs us that a whole-time consultant was entitled to opt, 
if he so wished, to keep his old pre-service terms (stating that 
few could have so opted since the prospective new terms were 
so superior) no new terms were offered and whole-time 
consultants were obliged to continue at a salary which in 
many cases was 25-33% below the recommended minimum 
of the Spens scale in ‘jm of 1939 money values. This 
deplorable state of affairs continued, not until July 22, 1949 
(para. 3), but until January, 1950, when the 1948 scale came 
into éxistence. Many by that time were heavily in debt and 
overdrawn at the bank. Part-time consultants meanwhile 
could no doubt offset the increase in the cost of living to some 
extent by higher fees, and in any case had a sessional fee of 
£200 per annum for their hospital services, plus travelling 
allowances and allowances for subscriptions, &c., denied to 
their whole-time colleagues. An adverse differential was 
therefore applied to the whole-time consultant at the outset 
of the scheme. 

Paragraph 3 informs us that on July 22, 1949, the Joint 
Committee advised hospital staffs to enter into permanent 
contracts, but omits to state that this was done only after a 
promise had been secured from the Ministry that remuneration 
was a subject suitable for arbitration. This factor, together 
with other important items, is given in para. 9 of the bulletin 
but is there given out of its correct context, which is misleading. 
Furthermore, some coercion was exercised by the Ministry 
in an attempt to ‘“ stampede” the Joint Committee into 
advising consultants to accept contracts when Sir Lionel 
Whitby received a letter: “‘. . . when any deadlock arises 
in future discussions, both sides can consider which is the 
best thing to do, and if arbitration seems best the Minister 
will certainly agree to it and to be bound by the result, subject 
only to Parliament . .. but you will appreciate the impossi- 
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bility of a situation in which consultants and specialists are 
continuing to be advised to postpone entering into contracts 
while being assured by us that any solution will be retro- 
spective for them. This is an aspect that we shall be bound 
sooner or later to review, and we want you to help us to make 
any such review unnecessary by joining us in speeding the 
solution.” 

In the face of this threat to refuse back-pay when settlement 
was reached, unless this was brought about rapidly, and having 
secured agreement that remuneration was a matter suitable 
for negotiation, and with the knowledge that the betterment 
factor for G.P.s was 20% (a figure imposed as long ago as 1946 
by the Government) and that this was not likely to be exceeded 
before discussion by Whitley machinery, the Joint Committee 
advised consultants to sign permanent contracts. These 
contracts offered a scale of remuneration, subject to “‘ the 
terms and conditions of service determined from time to 
time.” 

A consultant at this stage would reasonably have borne in 
mind the leading article of the British Medical Journal of 
March 19, 1949, which stated: ‘“‘ The salaries of permanent 
secretaries and deputy secretaries in Government Departments 
have been increased by 50% above the salaries of these 
officers in 1939. It is not unfair to assume from this that the 
Government regards 50°, as a reasonable betterment 
factor . . . as the cost of living for the middle and professional 
classes has risen by 85% since 1939 (B.M.A. economic expert's 
calculation) consultants and specialists are as unlikely as 
general practitioners to be content with a betterment factor 
which is 22% or lower at different points in the range of 
incomes recommended. Consultants and general practitioners 
have made joint representation on the betterment factor, and 
the B.M.A. has put to the Ministry of Health a request for a 
factor of 70% to be applied to the gross remuneration of 
general practitioners. Pending the results of the negotiations 
on this the medical profession will not fail to keep in mind 
the increase of the salaries of senior Civil Servants by 50% 
over what they received in 1939.” 

Another leading article in the same journal, dated July 23, 
1949, entitled ‘Consultants Advised to Sign,’ remarks : 
“The Joint Committee may be congratulated on having 
secured from the Ministry agreement that remuneration is 
open to arbitration and it is reasonable to assume that in the 
event of serious disagreement neither the Minister of Health 
nor the medical profession would in practice fail to seek the 
obvious and fair method of resolving a dispute—arbitration 
or a committee of inquiry.” 

Having therefore secured agreement to arbitration con- 
cerning remuneration it is difficult to appreciate the opinion 
expressed in paragraph 6 of the bulletin that ‘‘ From the time 
these Terms of Service came into effect our conditions of 
service ceased to be ‘ interim’ and we ceased to have any 
legal claims to modification in our remuneration based on the 
recommendations of the Spens Committee.” Either we are 
being “led up the garden path ”’ today, or alternatively the 
Joint Committee at that time failed in their duty by not 
warning consultants that they would be signing away their 
“birthright ’’ and abandoning Spens. At this point the 
members of the South West Metropolitan (Western) Regional 
Committee saw fit to send a signed letter to the British 
Medical Journal as follows: ‘‘ It has been noted also that the 
Joint Committee has omitted to report regularly its proceeding 
to the Central Committee and finally acted without authority 
in agreeing with the Ministry to recommend the terms for the 
permanent contracts of hospital staffs . . .’ This would 
appear to have created a, by now, well established 
precedent. 

Paragraph 10 informs us that the terms and conditions of 
service ‘‘ compared very favourably with preceding con- 
sultant standards of remuneration’’; but these had been 
carefully determined by the Spens Committee as_ being 
£1500-2500 in 1939, so that it is not easy to see how £1700— 
2750 compares ‘“ very favourably ” in view of the Govern- 
ment’s own admission in 1946 that the increase in cost of 
living at that time was 45%. 

Paragraph 12 is misleading when it states that the “ general 
practitioners and the Government by mutual agreement 
submitted the matter to arbitration by a High Court Judge 
in 1952.’ The facts are that the general practitioners had 
failed to get the Minister, in spite of previous promises, to 
agree to arbitration; Mr. Aneurin Bevan! being reported 


1. Brit. med. J. suppl. 1950, i, 180. 
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to the effect that ‘‘ The Minister is clear that in the light of 
these figures no reasonable case can be made for any increase 
in the total remuneration of general practitioners, nor any 
argument substantiated to show that general practitioners 
as a group are inadequately paid. Nor, in his view, could any 
claim be justified that any future alteration of remuneration 
at any later date should be made retrospective, either to 
July, 1948, or to the present day.’ This statement has a 
familiar ring to it, and shows that the ‘‘ mutual agreement ” 
may perhaps have been brought about by some other factor. 
This of course was the action taken by the general practitioners 
when they threatened to withdraw completely from the 
service. This speedily brought about a “‘ mutual agreement ” 
which possessed all the sweet romantic charm of a “ shot- 
gun ” wedding, and was as embarrassing to the Minister as a 
baby at the church. 

In view of the many occasions when it had been made quite 
clear that remuneration, whatever the basis, was a subject 
suitable for arbitration, it is difficult to comprehend why any 
committee of inquiry on this subject ‘“ would not have 
discussed increases in remuneration but only improvements 
in methods of calculating part-time consultants’ contracts,” 
and also ‘‘ might, for example, have brought the principle 
of ‘ clocking-in’ nearer.”” Some further light on this curious 
attitude may perhaps be gleaned by Sir Russell Brain’s 
statement * that an inquiry into the remuneration of hospital 
medical staff “‘ would not have concerned itself with cost-of- 
living betterment but would have looked into the earnings 
of part-time consultants,’ going on to imply that this might 
have had unfortunate results. He concluded in a recent 
letter *; ‘‘ Can we not continue to put unity before sectional 
interest ? ”’ 

It would seem reasonable to assume that unity might be 
fostered better by adopting the view that inquiries into the 
remuneration of hospital medical staff would primarily be 
concerned with the remuneration of hospital medical staff, 
even though some adjustment to the obviously unfair relation- 
ship between the incomes of part-time and whole-time staff 
might result. 

Paragraph 15 is most confusing but possibly, though 
improbably, offers a weak ray of hope in the sentence: “ It 
was made clear that the maximum that the Government could 
grant at present towards this end was an annual increase in 
the neighbourhood of £3,000,000 ...’ This obviously needs 
some clarification. 


Paragraph 17 remarks: ‘To prevent misunderstanding 
(and the chief purpose in life of some people seems to be to 
try to create and perpetuate misunderstanding) we must 
again repeat—no price has been paid which limits our power 
to press whatever claims we like, such as our moral rights under 
Spens or on any other grounds.’ Whilst few would disagree 
with the most appropriate comment in parentheses, few 
will be able to reconcile “‘ our moral rights under Spens ” 
with the statement in para. 6 that from the time the 
terms of service came into effect ‘‘ we ceased to have any 
legal claims to modification in our remuneration based on the 
recommendations of the Spens Committee.”” Possibly it all 
depends, as the late Professor Joad would have said, on what 
you mean by “ moral,’’ which seems to be a curious word to 
be using at this juncture. 

In appendix I, Sir Russell Brain remarks: ‘* If we take the 
whole-time consultants we find that there can be few, if any, 
who, even when they reach the maximum salary on the basic 
scale, are not earning substantially more than they were 
before the Health Service was introduced, and in some 
instances the increase is very great.’’ This, I submit, with 
respect, is complete and utter rubbish. There can be few 
people in any walk of life who are not earning substantially 
more today than they did in 1948, but this is quite beside the 
point. The essential fact is that the whole-time consultant 
today is earning very substantially less than he was offered 
as an inducement to enter the National Health Service in 
preference to seeking a reward for the long years of preparation 
in private practice, or part-time hospital practice reinforced 
with private practice. Deprived of the just allowances 
recommended in the Spens report, he has been obliged to 
live for six years in the forlorn hope that the Government 
would honour their bond, and that his representatives in the 
profession would not fail him in insisting that this was done 


2. Brit. med. J. suppl. May 8, 1954, p. 228. 
3. Lancet, April 10, 1954, p. 769. 
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whilst at the same time preserving the terms laid down in the 
Spens Charter to the last iota. 

Sir Russell Brain continues in the appendix to say: “I 
have been asked why the agreement was not retrospective, 
but this question seems to imply some confusion of thought. 
An agreement based upon cost of living betterment would 
clearly have had to be retrospective ...”’ When the whole- 
time medical staffs of this country, from house-surgeons to 
consultants, who have contributed the greater part of the 
work in the service, reflect that in so doing they have been 
forced to sell their insurance policies, exhaust their savings, 
buy their clothes upon hire purchase, send their wives out to 
work, and generally subsist at a level which, as a senior 
registrar’s wife remarked in The Lancet recently, caused a 
lay person to inquire whether her husband had succeeded in 
qualifying—and then find themselves reading such a state- 
ment, they are within their rights in rising in their wrath to 
demand why this has not been done. The staff side of Whitley 
Council “ B,” consisting of fourteen part-time and two 
whole-time consultants, should realise that when they are 
negotiating for hospital medical staff, they are primarily 
negotiating for the underpaid and underprivileged whole-time 
hospital staff and not for part-time consultants, who may be 
concerned with inquiries by committees ‘‘ into the earnings 
of part-time consultants.” 


The melancholy tale which has been unfolded to us as 
a justification for past events does nothing to lighten the 
burden of our days, beset as they are by constant financial 
anxiety, and the threat to our future brought about by 
the jettisoning of the Spens ‘“‘ sheet-anchor.’’ We are 
adrift in treacherous waters, and we require a firm hand 
at the helm to avoid the rocks of internecine strife which 
bestrew our apparently uncharted course. The time has 
come for a careful check on our position, all hands on 
deck, and a determined tack to a port that offers some- 
thing more substantial to the weary traveller than 
moral rights.”’ 

Andover, Hants. 


N. L. Rowe. 


PREVENTION OF MENTAL ILLNESS 


Smr,—A good deal of attention has been focused on 
the urgent need for more hospital beds, but little thought 
or encouragement has been given to the codrdination 
of the curative and preventive services in this field. 
Coérdination of these services must result in considerable 
financial economy, but primarily it is in the best interest 
of the patient. 

Since December, 1950, following the appointment of 
a consultant psychiatrist to the Oldham Hospital Group, 
there has been complete codrdination of these services 
in the area of the Oldham County Borough. The social 
workers employed in the mental health department 
undertake all the social work in connection with the 
Psychiatric Unit of the Boundary Park General Hospital 
Annexe and act under the direction of the medical 
officer of health and the consultant psychiatrist who has 
been appointed to the staff of the health department. 
The team includes a psychologist, and mental health 
visitors who also act as duly authorised officers. 

Every encouragement is given to home care and 
outpatient treatment. Patients are admitted to hospital 
only as the last resort ; and only in exceptional cireum- 
stances is a patient admitted without prior consultation 
with the consultant psychiatrist. The hospital manage- 
ment committee has gradually developed and extended 
the psychiatric outpatient department, and a limited 
number of selected patients are admitted for day care. 

This progressive policy has borne fruit ; the number of 
cases admitted to mental hospitals has fallen, and no 
problem exists with regards to urgent admissions. 

The following figures show the number of Oldham 
residents admitted te mental hospitals during the years 


1951-53 and the percentage of the population admitted 
annually : 


1951 1952 1953 
Number of patients admitted hs 169 184 126 
Percentage of population ‘ea 0-142 0-154 0-106 


This scheme some of the prin- 
ciples as described by Dr. Ling (May 29), and it is interest - 
ing that the percentage of the population admitted in 
1953 compares favourably with the figure for Amsterdam. 


Public Health Department, J.T. CoaLMERS KEDDIE 
Oldham. 


Medical officer of health. 


PORPHYRIA TREATED WITH NEOSTIGMINE 


Srr,—As Professor Rimington and Dr. Goldberg 
pointed out last week, Dr. Gillhespy and Mr. Smith 
(May 1) are not the first to have administered neostigmine 
in cases of porphyria. Among earlier relevant references 
cited by us! it is worth recalling that Gordin ? favoured 
this drug and recommended its further trial. This in 
no way detracts from the demonstration by Gillhespy 
and Smith that neostigmine was promptly, repe satedly, 
and unequivocally (control injection) effective in their 
patient with profound myasthenia. La Tona and Foe * 
had previously found this drug valuable for the relief of 
abdominal cramps in porphyria... Less eulogistic reports 
on its efficacy in the related peripheral neuropathy 
preceded # and have allowed © 6 the report by Gillhespy 
and Smith. 

We assessed, but for the sake of brevity did not 
report,!: the results of a comparative ev aluation of 
neostigmine and pethidine for the relief of the intestinal 
colic in porphyria. Our patient’s crude but vivid descrip- 
tion of his colic was “‘ a feeling as if a fish-hook was being 
drawn through my guts.’ Using heavier dosage of 
neostigmine than other workers referred to here, it was 
shown that pethidine (100 mg.) was reliable while 
neostigmine (1-5 mg.) failed when each was given four- 
hourly by intramuscular injection. Atropine or its 
synthetic analogues were not tried, to avoid the risk of 
adding undesirable side-effects to his deranged physical 
and mental state. We, like other workers,’ * concluded 
that pethidine is valuable in controlling the extreme 
intestinal colic of porphyria. Indeed, pethidine may be 
superior to opiates because of its antispasmodic and 
analgesic actions. Favourable results have also been 
reported with an intravenous procaine drip®; the 
cholinergic substance, urecholine !°; and the injection of 
tetraethylammonium chloride E.A.C.).44 


Whipps Cross Hospital, 
London, E.11. 


R. J. CALVERT. 
NONe THROMBOTIC PHLEBITIS AND 
PERIPHLEBITIS 


Smr,—Since my publication in your issue of Jan. 16 
(p. 131) there have been several communications in The 
Lancet and British Medical Journal bearing on the sub- 
ject. But unfortunately none of them throw any real 
light on the case of my original patient, Mrs. A.B., who 
developed the remarkable travelling nodules, unless Sir 
Henry Tidy’s cases were really of the same nature. 
Mrs. A.B.’s ‘‘ travelling nodules ’’ must therefore be 
accepted as the account of an extremely rare condition, 
possibly almost unique. They resembled the Mondor 
malady in one particular only—namely, that they 
completely disappeared, at least temporarily. 

Most of the communications concerned the whipcord- 
like lines across the chest, &¢., now known as the Mondor 
malady, a typical example of which I recorded in my 
paper (Mr. C.D.) and which terminated as usual without 


. Calvert, R. J., Rimington, C. 


1 J. 1953, ii, 1131. 

2. Gordin, R. Nord. Med. 1948, 37 

3. La Tona, S. R., Foe, A. Glowland. atin. Quart. 1951, 18, 227. 

4. Ashby, D. W., ‘Dulawee, E. Brit. med. J. 1950, ii, 248. 

5. Fawcett, J. W. Lancet, May 22, 1954, p. 1079. 

6. Wilson, J. A. C. Ibid, May 29, 1954, p. 1134. 

7. Calvy, G. L. Surg. Gynec. Obstet. 1950, 90, 716. 

8. Watson, C. J. ‘Pextbook of Medicine. "Edited by R. L. 
Cecil and R. F. Loeb. Philadelphia, shoe ' p- a 

9. Grubschmidt, H. A. Onn 4 72, 243 

10. Robinson, C., Harbour, J. H., Baan gy %. Gastroenterology, 


1952, 20, 662 
. Wehrmacher, W. H. 


Arch. intern. Med, 1952, 89, 111. 
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any important therapeutic aid. By this time the English 
reading public ought to be almost as familiar as the 
French with the symptoms which constitute the Mondor 
malady. But who deserves the credit of first describing 
an undoubted case in the English language—that is 
quite another matter. 
London, N.W.1. 


A NOVELTY IN SPURS 


Sir,— Your review of Pulmonary Tuberculosis (May 8) 
expects too much of surgical methods. Even the 
knight in Alice Through the Looking-Glass did not own 
“long-term spurs”?! 

Buxton. F. A. BEARN. 


POLYURIA 


Sir,—In your leader of May 15 you state that “ change 
in glomerular filtration-rate is little concerned in the 
regulation of urine flow in the adult ’’ and you give no 
consideration to the factor of glomerular intervention in 
such regulation. From the evidence I intend to adduce, 
it is apparent that glomerular change is unmistakably 
reflected in the amount of the urine produced ; that it 
serves as an index of the renal hemodynamics ; and that 
it offers a guide to the understanding and treatment of 
certain diseases, including the toxeemias of pregnancy. 


In the polyuria accompanying diabetes insipidus, you 
emphasise the defect of tubular function and its treatment, 
but you fail to mention that such polyuria can be controlled 
by the glomeruli. For Bykov! has shown that the intact 
kidney of dogs conditioned to antidiuresis can still display 
such conditioning even after hypophysectomy has produced 
in them diabetes insipidus, thereby indicating a renal control 
independent of the antidiuretic hormone (A.D.H.) and the 
tubular regulation it imposes. Denervation of the kidney 
abolishes this response and therefore it is apparent the 
antidiuretic effect is due to the only remaining mechanism 
that could produce it—namely, a glomerular shut-down which 
reduces the glomerular filtration-rate. Glomerular shut-down 
can be effected by the influence of the cerebral cortex, so it 
may be presumed that with such stimuli constantly at work 
the glomerular state must considerably affect the urine flow. 

In this connection, Hoff? has shown experimentally that 
when the cortex of the brain is stimulated electrically there 
follows a considerable ischzemia of the renal cortex, which, if 
oft repeated, can result in “‘ nephron nephrosis.”” Then again, 
the dependence of urine flow on glomerular filtration-rates 
has been demonstrated by Lawson,* who observed an imme- 
diate rise of water and salt excretion after the injection of 
albumin in a nephrotic patient ; this was too immediate a 
change to be ascribed to any cause other than the raised 
glomerular filtration-rate that accompanied it. 

Urine flow depends on glomerular change even when the 
extracellular space is contracted, for Shannon * has shown 
that serious dehydration, produced by deprivation of water, 
caused dogs with diabetes insipidus to excrete less urine— 
the result of reduced glomerular filtration. In fact, on occasion 
hormone effects on variations of urine flow can be completely 
excluded as in the preliminary experiments of Harvey L. 
White.® By moderate constriction of the lumen of one renal 
artery in dogs with an exteriorised bladder base, he demon- 
strated that that kidney excreted only half the water and half 
the salt it normally did, while the excretion of the intact 
kidney showed a corresponding increase. This could not be 
ascribed to a circulating hormone, which would have produced 
a similar and equal effect on each side. Confidence in biochem- 
ical determinations to interpret renal hemodynamics must be 
considerably shaken by the fact that they failed herein to reveal 
any alteration in glomerular filtration-rates or in renal plasma- 
flow as underlying the changes. Yet the occurrence of 

glomerular spasm or diversion of renal blood-flow from cortex to 
medulla is challenged by such determinations. 


F. PARKES WEBER. 


1. Bykov, K. M. The Cerebral Cortex and the Internal Organs. 
(In Russian.) 1947. 

2. Hoff, E. C., Kell, J. F. jun., Hastings, N., Sholes, D. M., Gray, 
Eo. J. Neurophysiol. 1951, 14, 317. 

3. Lawson, H. D. Transactions of the 2nd Josiah Macy Conference 
on Renal Function. —" York, 1950; p. 40. 

4. Shannon, J. A. Ibid, p. 

5. White, H. L. Ibid, p. on 


Renal ischemia can often determine antidiuresis. 
Indirect evidence of its occurrence and of its responsibility 
for oliguria is provided by the new hypotensive drugs. 
And the relief of ischemia in the presence of an expanded 
extracellular space can be a cause of polyuria. 


Rothlin * has shown that experimental renal ischemia can 
be overcome by dihydroergocornine (D.H.0. 180)—a drug 
which produces diuresis in toxemia or even in anuria, indicat- 
ing that it has been effective in overcoming the underlying 
glomerular spasm. Whitney 7 has shown that renin has an 
antidiuretic action in dogs, even those with diabetes insipidus. 
By its use in normal animals or in animals with diabetes 
insipidus the glomerular filtration-rate was diminished by 
33-4% and the renal plasma-flow by 40-8%. The accompanying 
antidiuresis must have been influenced by the diminished rate 
of filtration. 

Basing his work on the original experiments of Masson,* 
Gaunt ® has demonstrated that the relief of glomerular spasm 
in the presence of an expanded extracellular space can 
cause polyuria. He “ primed ’’ unilaterally nephrectomised 
rats with deoxycortone acetate and a fluid intake of 
nothing but normal saline for 30 days. ‘‘ This caused a marked 
increase in the daily water exchange, the fluid intake at the 
end ranging from 105-284 ml./day. Blood pressure was 
elevated mildly from an initial mean of 119 to a terminal mean 
of 139 mm.” Subsequently a renin preparation was injected 
for 24-48 hours into one of a paired series. Over half these 
cases developed massive oedema, while oliguria and convulsions 
and death occurred in nearly all. It was apparent that the 
glomerular shut-down produced by renin aggravated the 
“ sensitivity ’”’ provoked by deoxycortone and sodium chloride. 


The kidneys of these animals showed “ severe damage con-. 


sisting of hydronephrosis, distension of the tubules with 
plasma, tubular necrosis, hyaline changes in some glomeruli, 
and diffuse nephritis in others.”” It was considered that 
‘ Apresoline,’ which Schroeder !° thought blocked the effects 
of angiotonin, should be studied for its effects at this stage. 
Consequently the second of the pair in the series had apresoline 
injected 24 hours after the renin. Death from renal failure 
no longer resulted, nor did convulsions supervene. Such 
treatment reduced the hypertension, and the cedema rapidly 
vanished and was accompanied by a phenomenal diuresis, 
while the kidneys showed only slight abnormalities, probably 
the result of the ‘‘ priming ” treatment alone. To quote the 
authors," a working hypothesis it might be suggested 
that renin caused a fatal renal ischemia and the apresoline 
prevented this action of renin.’”’ If this assessment is accept- 
able, then renal ischemia may be responsible for the oliguria 
anuria, while its abolition may lead to diuresis. 


Finally, Selkurt !* has published an extensive review 
of the literature on renal sodium excretion, and he has 
added his own results. He challenges the orthodox 
reabsorption theory: ‘‘the evidence preponderantly 
favours the view . .. that excretion is a changing fraction 
of the amount filtered, ra‘aer than a constant fraction 
(proximal segment) plus a constant amount (distal seg- 
ment) as postulated by Wesson, Anslow, and Smith.” % 


He also criticises biochemical findings: ‘*‘ The possibility 
remains open that small alterations in glomerular filtration- 
rate, undetectable by present techniques, may account for 
changes in the urinary excretion of sodium (UyaV) often 
considered significant in certain experiments of an acute 
nature. As a corollary it seems unwarranted to conclude 
that whenever an alteration in UyaV occurs in the absence 
of detectable changes in glomerular filtration-rate a 
change in endocrine regulation (pituitary, adrenal) is the 
necessary alternative without more intensive investigation 
to prove the claim.’’ This supports my argument that far 
too much reliance is being placed on biochemical data. It 
should be realised that “‘ a deviation of as little as 1%, from 


6. Rothlin, E., Cerletti, A. J. Mt Sinai Hosp. 1952, 19, 138. 

7. Whitney, J., Smith, 5., Marmotson, J., Guodman, H., Sellers, A. 
Amer. J. Physiol. 1954, = ae 

8, TE a” , Corcoran, -, Page, I. H. J. Lab. clin. Med. 

9. Gaunt, R., 5 frenzi, A. A. Ciba Clinical Symposium, 1954, vol. 6. 


no. 1, 
10. Gcarenler, H. A. Circulation, 1952, 28. 
11. Gaunt, R., Renzi, A. A. ‘Amer. J. Physei. 1953, 175, 313. 
12. Selkurt, Physiol. Rev. 34, 287. 
13. age J., Anslow, W jun., Smith, H. W. Bull. 
Acad. 1948, 24, 
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the amount of sodium normally filtered and reabsorbed would 
mean the gain or loss of 11 g. of sodium and attendant anions 
per day—-a not insignificant amount.” 

Selkurt concluded: “It has become obvious that sodium 
excretion by the mammalian kidney during varied physio- 
logical circumstances is regulated by changes in glomerular 
filtration-rate or by alteration in tubular absorption. Fre- 
quently it is difficult to decide which is the dominant mecha- 
nism particularly when they are simultaneously involved. 
Often when alterations in filtration-rate are undetectable or 
small, investigators are prone to conclude that tubular 
reactivity towards sodium has been altered.” 


The importance of glomerular spasm is gradually 
becoming evident. On its appreciation depends the 
rational treatment of pre-eclampsia, revealed in the use 
of drugs such as dihydroergocornine, ‘ Veratrone,’ and 
apresoline. An imperfect understanding of renal physio- 
logy, especially of the part played by the Trueta or 
Oxford mechanism, and a too ready acceptance of bio- 
chemical data are obscuring the significance of renal 
ischemia in oedema, in hypertension, in albuminuria, and 
in convulsions—especially when these conditions are 
combined, as in eclampsia. 

London, W.1. JOHN SOPHIAN. 


BACKACHE AND THE DISC 


Sir,—May I congratulate Mr. Rose on his paper last 
week on this much-canvassed matter: not only is it 
objective and well based, it is extremely helpful to the 
practising surgeon. 

May I also thank you for the retention of the spelling 
vf the word ‘‘ disc’’; it may be theoretically right to 
replace the ‘‘c”’ with a ‘“‘k’’ but I believe we should 
discard (or should I say ‘‘ diskard’’) the office boy’s 
mentality. 

London, W.1. W. GRANT WAUGH. 


THE PLIGHT OF SENIOR REGISTRARS 


Sir,—I agree entirely with the views expressed by 
“A Senior Registrar’s Wife ’’ (May 8). 

When my husband was demobilised we decided, after 
much consideration, that he should embark upon the 
long and arduous training required to become a con- 
sultant. Every encouragement was given by the 
authorities. Let me make it quite clear that we did not 
imagine that an appointment would be easily attained ; 
we expected great financial hardship and gruelling work 
for a number of years, and this we have had in full 
measure. However, we did believe there would be a 
reasonable number of consultant vacancies at the end. 
But now we find these hopelessly inadequate, and no 
effort is being made to create more. 

We entered the National Health Service with a promise 
of a wide expansion of the consultant services, and 
remuneration according to the recommendations of the 
Spens Committee. What has happened to these promises ? 

Our contemporaries who entered general practice are 
financially secure: they have the benefit of the ‘‘ better- 
ment factor’? and back pay. Is this not unfair? Let 
anyone who would accuse me of being mercenary attempt 
to sustain a decent standard of living and educate two 
children on a senior registrar’s salary. 

The newly qualified doctor sees the hazards and wisely 
steers clear. In a few years there will be a great shortage 
of hospital staff ; but where shall we be then ? 

A large number of senior registrars find that, through 
no fault of their own, they are redundant. How tragic 
that young men who started out with such high ideals 
should become disillusioned and frustrated. Our husbands 
have not been lazy, or they would not have stayed the 
course; they are not stupid, or they would never have 
passed the higher examinations. Who cares about their 
vlight ? Apparently nobody. 


ANOTHER REGISTRAR’S WIFE. 
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ARTIFICIAL RESPIRATION BY INTERMITTENT 
POSITIVE PRESSURE 


Sir,—Dr. Crampton Smith and his colleagues are to 
be congratulated on a valuable paper (May 8), but their 
remarks on neck seals in tracheotomised patients in tank 
respirators call for some comment. 

An efficient neck seal under these conditions does not 
involve such ‘‘ great difficulty ’’ as their remarks suggest, 
and such a seal has been used in the U.S.A. for a good 
many years, 

U-shaped metal “‘ tracheotomy bars,’ of which there are 
several designs, are attached by adjustable fittings to the 
head of the tank or to the collar surround, and push the collar 
inwards in the midline of the neck, allowing the seal to be 
made below the tracheostomy. Collars need to be of yielding 
foam rubber and over-size, the type supplied with the Nuffield- 
Both respirator being unsuitable for this purpose ; the ingeni- 
ous plastic “spiral twist’ collars! are particularly suitable 
for use with tracheostomies. 


In view of the importance of planning for a possible 
large epidemic of respiratory poliomyelitis, it should be 
known that tracheotomised patients with bulbar paralysis 
can be treated in a tank réspirator. The difficult choice 
between this older-established method and the newer 
one of intermittent positive endotracheal respiration 
depends on many factors. 


Galway, Eire. Brian McCNICHOLL. 


GRADUATE WIVES 


Sir,—With reference to Dr. Lycett’s letter (May 29) 
I quite agree that part-time sessional work is most 
unsatisfactory both to the patients, who meet a succession 
of doctors who know nothing of their background, and 
to the doctors who see no continuity in their work. 

However, I see no reason why married women should 
not be employed full-time in the publ'--health service. 
Most authorities have a maternity-leave scheme whereby 
they can have adequate time off for each confinement ; 
and, if the salary is large enough, they can employ good 
domestic help : there is no reason why the family or the 
work should suffer. Indeed, most women with sufficient 
intelligence to obtain a medical degree find full-time 
domesticity frustrating and irritating. 

I can assure Dr. Lycett that in maternity and child- 
welfare work personal experience of raising one’s own 
family is of equal if not greater value than the D.P.H. or 
D.c.H. From*the point of view of the family, public- 
health work has the great advantage of regular hours. 

I regard a woman doctor living among and bringing 
up a family as the ideal health educator. 


Wednesbury, Staffs. Haze. B. BAKER. 


Srr,—I would like to reply to a few remarks by 
correspondents in your issues of May 22 and 29. 

I regret that Dr. Gillie and Dr. Beard should have sup- 
posed that I suggested that married women doctors 
should attempt to undercut the market as a method of 
obtaining employment: this would obviously be unethi- 
cal, to say the least of it. I did mean, however, that it 
might be possible to evolve a system in our public-health 
clinics whereby there were some specialised supervisory 
staff, who would be paid at a higher salary, and some part- 
time doctors (less specialised) working for a lower salary, 
thereby relieving the specialists of some of the donkey- 
work. After all, the house-surgeon is not accused of 
undercutting the market because he works for a lower 
salary than the consultant. 

I am glad to be assured by Dr. Gillie that the anomaly 
between full and part-time workers (or those working on 
a sessional basis) has been at any rate partly reduced, 
though this does not altogether seem to be the case in 
the blood-transfusion service where a part-time worker 


1. Made by the Iron Lung Company of America and by the J. H. 
Emerson Company, both of Boston, Mass. 
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receives up to 3 guineas a session and the full-time worker 
a salary of £700 per annum. Here of course the hours 
are more irregular, and therefore it is more difficult to 
reckon the part-time worker’s annual salary. 


Far be it from me to put personal experience before 


that gained in obtaining a postgraduate degree, but I 
would like to see the ordinary knowledge gained in 
bringing up one’s family used, instead of being counted 
as so many years wasted. The aim of the child-welfare 
clinics is surely to give advice and to supervise normal 
children (though of course the abnormal must be recog- 
nised). 
of a little personal experience of psychiatric patients in 
their own families, though I would not wish this on them, 
even to refute Dr. Beard. 


Many psychiatrists would probably be the better 


It seems to me a sorry state when, after six years’ 


specialised training plus house-jobs, many of the younger 
married women doctors are barred from obtaining part- 
time employment—though we would be welcomed if we 
chose to go out charring. 
who had to set up house after the war and are now 
struggling to educate their children, and it seems 
especially hard when we cannot utilise our training to 
help financially and to satisfy our continuing interest in 
medicine. 


It is a hard struggle for many 


London, S.W.15. Mary E. LENNOX. 


A WORD WANTED 
Sir,—In his letter of April 10, Dr. Apley is wanting a 


word. Perhaps he will agree that the Greeks still have it, 
should he ponder the word zetetic, the anglicised derivation, 
now rare, which has been defined as ‘‘ proceeding by 
inquiry.” 
this word but on the contrary it is all forward-looking. 
Its use in the way Dr. Apley wishes might do much to 
retain it in the English language. 


There is no hint of retrospection attached to 


Pinelands, 


Cape of Good Hope. THEODORE JAMES. 


THE PATHOGENESIS OF RHEUMATIC FEVER 
Str,—In his Milroy lectures published in your issue 


of March 13 Dr. D. A. Long concludes that in the 
guineapig, as in man, the so-called antiphlogistic hor- 


mones (A.C.T.H., cortisone, hydrocortisone) inhibit only 
the delayed tuberculin-type of inflammatory reactions. 
He questions the relevance, for human beings, of experi- 
ments performed on rats, and sharply attacks the views 
of Byron H. Waksman and Hans Selye on the possible 
derailment of adaptation in rheumatic and allied diseases. 

It happens that my PH.D. thesis } was largely concerned 

with this topic. I had occasion to note that an entirely 
non-specific type of inflammation, such as that obtained 
by injection of mustard powder into the joint region, 
is very effectively inhibited by a.c.1.H. (corticotrophin) 
in the guineapig. After reading Dr. Long’s lecture I 
perused the literature of the last few years to see whether 
others have made similar observations. Since the 
alleged cortisone-resistance of the guineapig plays a 
cardinal part in his speculations, I feel that he and 
your readers will be interested in the following annotated 
references : 

Abernathy, R., Spink, W. W. J. clin. Invest. 1952, 31, 947. 
(Cortisone suppressed dermal hypersensitivity to brucella 
antigen in the guineapig.) 

Asboe-Hansen, G. Proc. Soc. exp. Biol., N.Y. 1952, 80, 677. 
(Cortisone and A.C.T.H. decrease the number and alter the 
morphology of mast cells in the connective tissue of the 
guineapig. This is considered to play a fundamental role 
in the anti-inflammatory effects of these hormones.) 

Baggi, G. F., Favilli, G. Rev. path. gén. 1953, 652, 1331. (Corti- 
sone inhibits the development of peritonitis following 
intraperitoneal injection of croton oil in the guineapig.) 

Ballabio, C. B., Bonomo, E. Boll. Ist. sieroter. Milano. 1951, 30, 1. 


(Cortisone inhibits skin sensitivity to tuberculin while desoxy- 

corticosterone increases it in the guineapig.) 

Criep, I. H., Weigler, R. R., Mayer, L. D. J. Allergy, 1952, 
23,541. (Cortisone decreases inflammatory reactions accom- 
panying Arthus phenomenon.) 


1, Contribution a l'étude de l’arthrite expérimentale. 


University 
of Montreal, 1952. 


De Du Boistesselin, R. Pr. 1953, 61, 600. 
hibits inflammatory response to subcutaneously injecte! 
in the guineapig.) 

—_—, >. 8S. 8., Schneider, P. J. infect. Dis. 1953, 93, 36. (Cor- 
tisone affects the migration of leucocytes ‘in response to 

infection and other stimuli in guineapigs.) 
Fischel, E Kabat, E. A., Stoerk, H. C., Skolnick, M., Bezer, 
A. E. Fed. Proc. 1953, 12, 442, (Cortisone inhibits granu- 


loma formation in guineapigs receiving egg-albumin with 
Freund’s adjuvants.) 


Grifa, P., Lenzi, E., Rossi, E., Zaca, F. Atti 6° Congr. Naz. 
Soc. Ital. Reumatol. "Taormina, Maggio, 1952. (A.C.T.H, 
inhibits the apsesding effect ‘of intradermally injected 
hyaluronidase and s effect is considered to play an 
important part in its anti- gy a od action.) 

Hoene, R., Coutu, L., Horava , Procopio, J., Robert, A., 
Salgado, E. J. Allergy. 343. (a.c.T.H. inhibits 
the experimental arthritis produced by the injection of a 
suspension into the joint region of the 
guinea 

Lichtwitz, _ De Séze, S., Thiery, G., Hioco, D., Delaville, M. 
Sem. Hop. Paris, 1951, 27, 3337. (Cortisone ‘inhibits, while 
desoxycorticosterone aggravates, inflammatory reactions to 
tuberculin in the guineapig.) 

Lovell, R. R. H., Scott, G. B. D., Hudson, B., Osborne, J. A. 
Brit. J. exp. Path. 1953, 34, 535. (Cortisone and A.c.T.A. 
diminish inflammatory reactions and spreading of blood 
after experimental skin bruises in the guineapig.) 

Lyall, A. Glasg. med. J. 1953, 34, 208. (Cortisone prevents 
the formation of inflammatory adhesions following intra- 
peritoneal administration of taleum suspensions or mandarin 
black, &c., in the guineapig.) 

Marchin, P. de. Acta clin. belg. 1952, 7, 165. (A.c.T.H. inhibits 
the experimental arthritis which can be normally produced 
by repeated injections of anti-diphtheria serum into the 
knee-joint of the guineapig.) 

Moon, V. H., Tershakovec, G. A. Proc. Soc. exp. Biol., N.Y. 
1952, 79, 63. (« ‘ortisone inhibits inflammatory reactions to 
burns or freezing in the guineapig.) 

Nilzén, A. J. Invest. Derm. 1952, 18, 7. (Cortisone decreases 
inflammatory reactions of the skin to croton oil, cantharidin, 
colchicine, and 2,4-dinitrochlorbenzene.) 

Schilling, J. A., Radakovich, M., Favata, B. V., Filer, L. J. jw 
Jeshersen, H. W. Surg. "Gynec. Obstet. 1953, 97, 434. 
(A.c.T.H. inhibits inflammatory fibroblast proliferation follow- 
ing traumatic injuries in .) 

Ungar, G. Amer. J. Physiol. 1951, 167, 833. (Cortisone inhibits 
allergic arthritis in guineapigs ) 

Ungar, G., Damgaard, E., Weinstein, H. G. Fed. Proc. 1951, 
10, 422. (Cortisone inhibits the ‘‘ anaphylactic arthritis,” 
which can be produced by egg white in the guineapig.) 

Ungar, G., Damgaard, E., Weinstein, H. G. Amer. J. Physiol. 
1951, 166, 340. (Anaphylactic arthritis normally produced 
by injection of egg-albumin in sensitised 
guin 

Weimer, a =. Boak, R. A. Fed. Proc. 1953, 12, 465. (Cor- 
tisone and A.C.T.H. suppress inflammatory reactions to 


brucellergen in the guineapigs.) 
Weinstein, H. G. Jbid, 1951, 10, 144. (Cortisone inhibits the 


dermal inflammation normally produced by topical applica- 
tion of xylene in the guineapig.) 


HOtel-Dieu de Montréal, 


Montreal, Canada. LuctEn L. Couru. 


REMPLOY 


Srr,—I am a benchman in a Remploy furniture factory. 
To supplement your article of April 24, may I offer the 
views of the disabled who are employed by the Remploy 
organisation ? The Piercy inquiry, the knowledge that 
Remploy is in the red to the tune of £2/, million, and 
the fact that it costs £399 per annum to keep every one 
of us employed, cause much discussion and fear among us. 
We naturally dread possible closure of Remploy. 

The Piercy inquiry will doubtless be conducted at a 
very high level. Officials will meet and discuss profit and 
loss accounts, the improvement of factory layout, 
particular types of Government contracts, the need for 
economy, and the problem of passing trained personnel 
from Remploy factories into open industry; but we 
doubt whether any account will be taken of the mood 
and ideas of the men at the bench. We fear that decisions 
and recommendations will be made without anyone 
consulting the disabled employees. Very likely the 
instructors, clerical staff, and managerial and divisional 
officers will be consulted ; but these, almost without 
exception, are a sle-bodied. 

Among the employees at the bench there is a widely 
held belief that the training and employment of the 
severely disabled leads to the establishment of a core 
of able-bodied, whose main interest is in maintaining 
their own status and conditions, sometimes at the expense 
of the disabled. Promotion of the disabled within the 
organisation is not usual. There is a progress-slip used 
in Remploy (noting the time spent on a job) on which 
is printed : ‘‘ These times must on no account be discussed 
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with a disabled employee.” This seems to imply an 
undesirable attitude to the disabled. We also feel it to 
be an anomaly that—in an organisation for the severely 
disabled—only the able-bodied have a pension or super- 
annuation scheme. 

Do not imagine that we are ungrateful. 
| have heard Remploy described as ‘‘ a God’s blessing.”’ 
But I have also heard it called the new Marxism: ‘‘ from 
each according to his ability ; to the most productive, 
80% of the district rate.” 


This is a reference to the fact that after two years’ training 
a man can ask to be considered for the full district rate. 
This application is discussed by the manager and a full-time 
trade-union official ; and according to the man’s proficiency 
he is granted all or part of the full rate. In practice, however, 
he is usually kept at his old rate of 75-80%, on the grounds 
that he is not proficient, or ‘ not worth a penny more ”’-—- 
even though his work may be quantitatively and qualitatively 
better than that of others in the factory receiving the same rate. 

In these circumstances incentive is stifled, and some of the 
men go sour and say ‘‘ We’re here only to cut down National 
Assistance costs. Don’t work too hard. You'll be paid just 
the same as the mugs.” 


When production falls and wastages and costs rise, it 
is very often the fault of the workers, as they will admit. 
But it is not always their fault. The situation is often 
shrugged away with the comment, ‘‘ Poor souls, they 
really can’t be expected to do very much ’’—an excuse 
which can be used to cover bad planning and buying, 
lack of skill, and lack of method. 

The mounting costs of Remploy, if not checked, must 
lead inevitably to the end of the experiment. The able- 
bodied would then find other employment; but for 
almost all the disabled it would mean life-long unemploy- 
ment. They would go down with the ship. 


FRANK CARR. 
TEXTBOOK ILLUSTRATIONS 


Sir,—I quite agree with the opinions and suggestions 
of Mr. Engel, expressed in his letter of May 8. It may 
interest your readers to know that the same problem 
was discussed at the First World Conference on Medical 
Education in London last August. Since the Proceedings 
of the Congress have not yet appeared, I should like 
to repeat here a few words of criticism, as an addition 
to Dr. Engel’s ideas : 


“It must be regretted that latest editions of several good 
textbooks published in various countries still contain illustra- 
tions—e.g. of exanthemata, bacteria, blood and bone-marrow 
cells, &c.—which were skilfully drawn by an artist decades 
ago but are no longer in keeping with the eminent progresses 
of colour photography. I think that some authors should be 
more anxious to replace the out-of-date pictures by modern 
ones.” 


First Medical Department, 
University Hospital, 
Hamburg, Germany. 


ISAMBARD KINGDOM BRUNEL 


Str,—Your peripatetic correspondent’s remarks (May 
29) on Isambard Kingdom Brunel as hospital architect 
demand enlargement. According to Dugan,! Brunel’s 
portable fifteen-hundred-bed military hospital used 
by the War Office was prefabricated in this country 
and erected by eighteen men in ten weeks at Renkioi, 
Turkey, no part of the structure being too heavy to be 
carried by two men. Plumbing was included, together 
with an “ air-conditioned system ’’ pumping 1300 cubic 
‘eet per minute of cooled humidified air around each bed. 

The apparatus Brunel designed for rapidly inverting 
aimself and thus ejecting the sovereign lodged in his 
right bronchus has been likened by Dugan to the old- 
‘ashioned looking-glass on a horizontal pivot. Your 
correspondent states: ‘‘ the manceuvre was successful, 
and the coin was immediately coughed out.’ Lest 
this apparatus be thought unduly efficient and a sine 


1. Dugan, J. The Great Iron Ship. London, 1953. 


Glasgow. 


H. WENDEROTH. 


Far from it : 


qua non of hospital equipment, it should be pointed 
out that after six weeks of intermittent torture on the 
“‘rack’’ Brunel’s medical advisers forbade him to 
continue. Tracheotomy was advocated, Brunel himself 
sketching the special forceps to be used for reaching the 
coin. This instrument is now known as the Brodic 
forceps+ after Sir Benjamin Brodie, Brunel’s brother- 
in-law, who carried out tracheotomy without anws- 
thesia; the operation was not successful. However, 
three days later Brunel, with the wound still open, 
took a further turn on his machine, at last coughing 
up the sovereign into his mouth. 


National Institute for Research. 


in Dairying, Shinfield, near Reading. ©. A. E. Briaas. 


COXSACKIE INFECTIONS 


Srr,— After the discovery of Coxsackie viruses,? * many 
papers reported the isolation of these viruses in a number 
of different conditions 4: epidemic pleurodynia (Born- 
holm disease),> herpangina,‘ ‘‘ minor illnesses,’ ® and 
diseases of the nervous system—aseptic meningitis,® 
encephalitis,? meningo- encephalitis,* and Guillain-Barré 
syndrome.® 1° Coxsackie viruses were also isolated from 
cases of poliomyelitis, but the significance of these 
findings was not established." It has been shown that in 
some of these diseases the strains isolated belong to a 
definite group—e.g., in cases of Bornholm disease, 
Dalldorf’s group-B strains are present, and in cases of 
herpangina the group-A strains are isolated.‘ 

We have adopted the term coxsackioses for these 
conditions. This name is in line with those used in other 
infections where the organisms produce a variety of 
clinical manifestations—e.g., brucellosis, salmonellosis, 
rickettsiosis, &c. A tentative classification of the 
Coxsackie infections is as follows : 

(1) Indefinite febrile forms. 

(2) Typical forms: epidemic 
disease), herpangina, 

(3) Nervous forms: “aseptic meningitis,” 
meningo-encephalitis, Guillain-Barré syndrome. 


Department of Microbiology, 
School of Pharmacy, 
University of Brazil, 

Rio de Janeiro. 


pleurodynia (Bornholm 


encephalitis, 


PAULO DE GOES 
J. TRAVASSOS. 


RISKS OF LEUCOTOMY 


Sir,—I have read with interest your account (May 22) 
of the address by Dr. Radzan and Dr. Cook, of Bexley 
Hospital. This reveals the overcrowding of hospital 
wards, which, I understand, prevails elsewhere, and the 
urgent need of removing the obstacle to individual 
care and continuous observation of patients under 
treatment, without which hardly any successful result 
can reasonably be expected. 

Dr. Cook is also reported as saying that sedation itself, 
if prolonged, produces more serious mental deterioration 
than electroconvulsion therapy combined with pre- 
frontal leucotomy. This may be so, but I know of 2 
cases in which the results of leucotomy are nothing 
short of tragic. In suicidal and homicidal maniacs, 
such rapid deterioration may be beneficial, in that 
leucotomy renders the patient more docile and more 
easily managed, even if at the same time he is turned 


. Dalldorf, G., Sickles, G. M. Science, 1948, 108, 61. 

Dalldorf, G. Ibid, 1949, 110, 

. Huebner, J. R., Beeman, E. A. le, R. M., Beigelman, P. M., 
Bell, J. A. New Engl. J. Med. a8, 247, "249. 

. Curnen, E. C. 2nd International Poliomyelitis Conference, 
Copenhagen, 1952. 


. Melnick, J. L., Walton, M., Myers, I. L. Publ. Hlth Rep., 
Wash. 1953, 68, 1178. 


. Stanley, N. F., Dorman, D. C., Ponsford, J. Aust. J. exp. 
Biol. med. Sci. 1953, 31, 31. 


. Galpine, J. F., Macrae, A. D. Lancet, 1953, i, 372. 

. Forrester, R. M., Tobin, J. O’H. (Ibid, 1951, ii, 663. 

. Menut, G. Arch. franc. Pédiat. 1952, 9, 978. 

De Goes, P., Travassos, J., Pinheiro-Campos, O., -Lobo, 
Vasconcellos, J. V. An. Microbiol. 1982-83, 208s 
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into a semi-idiot, without initiative, mental alertness, 
and responsiveness. Hastiness of action or faulty selection 
of cases for leucotomy may cause deep regret to all 
concerned—to the psychiatrist that it had ever entered 


his mind to recommend the operation, and to the relative . 


whose consent was sought. It is my unalterable opinion 
that no such operation should ever be contemplated, 
and consent obtained, without telling all whom it may 
concern, everything about the grave risks involved 
therein. 


Greenhithe, Kent. D. W. STANDLEY. 


CAROTENAMIA 


Sir,—Dr. McConaghey’s excellent article! gave a 
complete bibliography of this subject and a description 
of two cases. He did not mention oranges as a cause, so 
I thought a report of this case might be interesting. 


A girl of 17, who was putting on weight, thought of slimming 
herself by eating little but oranges. She used to eat from 25 
to 30 oranges a day. After about six months, she and her 
parents noticed that she had become yellow in colour, and she 
was thought to have jaundice. 

She looked very healthy, and her temperature, pulse, and 
blood-pressure were normal. Her skin was yellow, especially 
on the palms and soles. The conjunctive were not coloured. 
No other abnormality was found on physical examination. 
Hemoglobin, red and white cell-counts, and the urine and 
stools were normal. So we thought that this might be a case 
of carotenemia caused by a surfeit of oranges. When she 
returned to a normal diet, she gradually improved and the 
yellow colour disappeared in a few weeks. 


Oranges contain 8-carotene, lycopene, cryptoxanthine, 
lutein, violaxanthin, zeaxanthin, @-citraurin, and citro- 
xanthin.2—-5 

Faculty of Medicine, 


Ale Iniversity. 
Ale a versity H. Barsoum. 


TREATMENT OF DEAFNESS 
Srr,—-May I add an account of my personal experience ? 


Forty-two years ago I was a woman medical student. I 
consulted a leading otologist because of slight difference of 
acuity in hearing of my two ears. He told me I had oto- 
sclerosis and would be hopelessly deaf in two or three years, 
and advised me to give up medicine, which I did. Ten years 
later my deafness was no worse and I went to another otologist 
who said there was very little amiss and advised me to resume 
my studies. I did so, but, for personal reasons, did not 
subsequently qualify. In the next fifteen years I visited four 
or five otologists to keep the deafness under review. I was 
not noticeably any deafer. 

Eleven years ago I had a severe shock, being told that I 
was liable to die suddenly. I woke the next morning very 
deaf and have remained so. I have been treated by four 
otologists and three psychiatrists, all leading men, and 
derived no benefit from treatment including electroconvulsive 
therapy. 

orne the past two years I have had treatment by two 
spiritual healers, and for short periods after this treatment I 
have been able to hear quite well, which shows that some 
part, at least, of the hearing mechanism is in fair working 
order. 


Other deaf people have given me similar accounts of 
inconsistent though firm opinions from experts ; and I 
would suggest to Mr. Robin and other otologists that 
dogmatic condemnation of any method of helping deaf 
people should be avoided. The impression I have 
formed is that hearing depends partly on factors which are 
not yet measurable, and may improve under treatment 
which appears ineapable of affecting the physical lesions 
on which attention is usually concentrated. 

A Dear PATIENT. 


. MeConaghey, R. M.S. Lancet, 1952, ii, 714. 

. Zechmeister, L., Tuzson, P. Naturwissenschaften, 1931, 19, 307. 

. Vermast, P. G. F. Ibid, p. 442. 

. Zechmeister, L., Tuzson, P. Ber. disch. chem. Ges. 1936, 69, 1878. 

. Karrer, P., Jucker, E. Helv. chim. acta, 1944, 27, 1695; Ibid, 
1947, 30, 536. 
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Obituary 


ANDREW OLIVER FERGUSSON ROSS 
M.D. Edin., D.P.H. 


Dr. A. O. Fergusson Ross, director of venereal-diseases 
clinics in the city and port of Liverpool, died on June 3 
at Birkenhead. 

He was born at Scone in 1895 and he was educated in 
Edinburgh at George Watson’s School and at the 
university. During the first world war he served as a 
surgeon probationer in the Royal Navy. He returned 
to Edinburgh to take his M.B. in 1917, and later he became 
a specialist in genito-urinary surgery and in venereal 
diseases at the Royal Naval Hospital at Haslar. 

After he was demobilised he spent some years in 
consultant practice in Glasgow before he moved to 
Liverpool in the late ’20s. He was appointed v.p. 
consultant to the Royal Liverpool United Hospitals and 
the Liverpool Seamen’s Dispensary, and later he became 
the regional adviser in venereology and lecturer to the 
university. 

R. J. M. writes: ‘‘ Though a man of world-wide 
repute, Fergusson Ross always retained the humility of 
the true student, and in the art and practice of his 
profession his own interest and comfort were matters of 
least moment. In his last illness his sense of duty led 
him to prepare and deliver six brilliant lectures for the 
World Health Organisation in Rotterdam. Indeed he 
never lost the urge to question, to seek, and to verify, and 
all his teaching bore these hallmarks. Everyone who 
met him was impressed by his deep love of humanity, by 
his unfailing courtesy, and by his forgetfulness of self. 
No man ever loved the quiet things of life more than he 
did: his family, his friends, his garden, the way of the 
countryside ; the thrust and parry of good conversation, 
and the story that was apposite.” 

He leaves his wife with three sons and a daughter. 


ANDREW JAMES MOYES BUTTER 
M.M., M.A., M.D. Edin. 


Dr. A. J. M. Butter died on June 3 at his home in 
North London, where he had been in general practice 
for some 30 years. 

He was born in Perth 59 years ago, and at the outbreak 
of the first world war he was studying arts at Edinburgh 
University. He immediately volunteered and was soon 
in France, where, as a sergeant, he won the Military 
Medal with the special gas company of the Royal Engin- 
eers, in which regiment he was later commissioned. At 
the end of the war he returned to Edinburgh, and after 
completing his M.A. began to study medicine. He gradu- 
ated M.B. in 1923, and he held house-appointments at the 
Royal Infirmary and the Royal Hospital for Sick Chil- 
dren, Edinburgh. He came to London as house-physician 
in Queen Mary’s Hospital for the East End, Stratford, 
and later entered general practice in North London. He 
graduated M.D. with commendation in 1925. Despite 
the demands of a large private practice he found time to 
join the staff of Wood Green and Southgate Cottage 
Hospital, and to act as medical officer in charge of 
St. David’s Hospital for Epilepsy. In recent years he 
had published a number of valuable papers on the treat- 
ment of this disease. For many years he was also secretary 
of the local medical society—the Ganglion Club. 

J. A. B. Y., a contemporary of his Edinburgh years, 
writes: ‘“‘ Butter played a leading part in the social life 
of the university. A member of the Students’ Represen- 
tative Council and the debating society, he was also 
president of the Philomathic Society and of the Univer- 
sity Union. When Mr. Lloyd George was installed as 
Lord Rector in 1923, at the luncheon in the union 
speeches were made by several great men of the time, 
but many who heard Butter speak that day felt that he 
outshone everyone. At heart he was rather a shy person, 
and he would rise to speak with a diffidence that 
enhanced the wit of his remarks. 

“Andrew Butter became a gifted physician whose 
presence in the sickroom never failed to comfort his 
patient—he was so kind, so gentle, and so patient. Many 
of his colleagues and their families had reason to be grate- 
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ful to him. Although he had been in poor health for 
three years, he preserved a remarkably youthful appear- 
ance. With characteristic courage he remained hard at 
work, and the end came in the midst of a full day’s work. 
Kind and unassuming at all times, he was incapable of 
any action that was not a generous one, and he will not 
be forgotten in the medical community of North 
London.” 

Dr. Butter married Miss Ena Laing, who survives him 
with two sons. 


ROBERT WILLIAM LOCKE 
M.D. Durh. 


Dr. R. W. Locke, deputy school medical officer for the 
county of Durham, died on May 23 at the age of 58. 

He qualified with honours from the University of 
Durham in 1922, proceeding to the degree of M.D. two 
years later. He held resident appointments in Newcastle 
upon Tyne at the Royal Victoria Infirmary, the Maternity 
Hospital, and the Dispensary before he joined the staff 
of the Durham county education committee as an 
assistant school medical officer. Later he was promoted 
to be deputy principal school medical officer. He was 
especially interested in the welfare of handicapped 
children and he was a member of the advisory selection 
committee of the Perey Hedley School for Spastics. 

G.H.S. writes: ‘‘ The outstanding feature of Dr. Locke’s 
private and professional life was his broad and humane 
outlook. Every new entrant to the service was made 
aware that the paramount consideration was always to 
ensure and safeguard the interests of the child. He was 
a most approachable man and his advice and help were 
sought by many outside his own service. It was his 
dearest wish that he should see the completion of the 
county development plan, particularly the provision of 
the several special schools. Unhappily this has been 
denied him, but the work he has done still lives and his 
influence will long be appreciated in the service.”’ 


JAMES BASIL BUXTON 
M.A. Camb., F.R.C.V.S., D.V.H. 


Prof. J. B. Buxton, principal and dean of the Royal 
Veterinary College since 1936, died on May 25 at the age 
of 66. Through his work on tuberculin tests in cattle 
and on other aspects of bovine tuberculosis he was often 
called to share in the researches and studies of his medical 
colleagues, and he was long associated both with the 
Medical Research Council and the Ministry of Health. 

He was educated at Highgate School, the Royal 
Veterinary College in London, and Liverpool University. 
He took the M.R.c.v.s. in 1909, and in 1912 he was 
appointed veterinary superintendent at the Wellcome 
Physiological Research Laboratories. In 1922 he became 
director of the farm laboratories of the Medical Research 
Council, but he gave up this post the following year to 
accept the chair of animal pathology at Cambridge. 
During 1932-33 he served the Royal College of Veterinary 
Surgeons as president, and in 1936 he succeeded Sir 
Frederick Hobday as its principal. 

Sir Arthur MacNalty, recalling how Buxton was first 
drawn into the work of the M.R.C., writes: ‘“ In 1921 
several wealthy owners of dairy herds who were anxious 
to free their herds from infected animals, were in despair 
at the imperfections of the diagnostic methods then in 
use. They made urgent representations to the council 
and the Ministry of Health of the grave need for scientific 
inquiry. With the codperation of the Ministry the council 
accordingly undertook to investigate the modes of 
detecting tuberculosis in cattle, and the inquiry was 
entrusted to the tuberculin committee of the council, 
of which S. R. Douglas was chairman and I was the 
secretary. Hitherto, the committee had been studying 
tuberculin reactions of interest in medical work, and it 
was obvious that for these further investigations it must 
be strengthened by those with expert knowledge of 
veterinary practice and dairy conditions. Buxton 
joined our committee and at once reinforced our work 
with his experience. After four years of work in the 
laboratory and the field the committee reported that the 
‘subcutaneous’ tuberculin test, hitherto almost uni- 
versally used, was inconvenient, often fallacious, and 


always open to difficulties of interpretation. They 
recommended instead the * double intradermal’ test as 
simple and convenient, trustworthy and unambiguous, 
even under ordinary farm conditions. To confirm the 
evidence gained in field inquiries post-mortem investiga- 
tions, including thorough microscopical examinations 
and inoculation experiments, were made at the Metro- 
politan Market under Buxton’s supervision, and he 
spared neither time nor skill in doing them. In 1927 
the committee entrusted Buxton and me with an inquiry 
into the results of the test in representative practical 
experience ; we collected reports from nearly 80 experi- 
enced veterinary surgeons in different parts of the 
country, and analysed the data and the opinions given. 
Our report (1928) showed that the test was regarded 
as much more trustworthy than the old, and much 
easier to perform. 

‘While he was in Cambridge Professor Buxton also 
did work for our committee, with Stanley Griffith, on 
B.Cc.G., and in many other ways increased our knowledge 
of tuberculosis. At the Ministry of Health we often 
sought his advice on problems in which medicine and 
veterinary medicine are concerned, and on these occasions 
he was the most helpful of colleagues. He was delightful 
as a friend, stimulating to work with, ever ready to 
promote knowledge. He is gone from us but his works 
remain.,”’ 

Sir JAMES SPENCE 


THE following are extracts from personal recollec- 
tions by members of Sir James Spence’s department at 
Newcastle : 


Teaching that the fundamental purpose of a university 
department is to advance knowledge of its subject, 
James Spence recognised that a child health department. 
in the faculty of medicine has other responsibilities— 
to care for sick children; to teach undergraduates ; to 
transmit changing knowledge to family doctors ; and to 
undertake research with or on behalf of local health 
authorities. These were the objects of his department. 
The instrument to achieve these ends was a group of 
friends, with a similar basic philosophy of medicine 
and able to work and think together, who, sharing all 
the activities of teaching, clinical responsibility, and 
research would gradually build a common body of 
knowledge and experience for the service of others. Such 
a group is not quickly formed ; but slowly, as it increased, 
James Spence was always at the centre, accessible, 
stimulating, guiding, helping, sharing his wisdom 
generously. 

He knew that students could not be taught pediatrics 
in three months, but he did think they could be sensitised 
to the needs of children and parents; that they could 
see parents and children treated with courtesy and 
understanding; that they could be shown an approach 
to the difficulties of helping sick children to build upon 
in later experience. For these things he regarded as 
the centre of the art of medicine, whether the student 
was later to work in family practice or in hospital. 


Clinical work in the children’s wards of the department and 
in the Babies’ Hospital has largely been concerned with the 
“common problems” of pediatrics—acute medical and 
surgical emergencies, appendicitis, intussusception, osteitis, 
trauma, tuberculosis, burns and scalds—and these problems 
have been worked out jointly by surgical and medical col- 
leagues. Problems have been defined, classified, and simplified 
as far as possible, and the results added to departmental 
teaching and practice and conveyed to family doctors in letter 
and conversation. He would never allow “ special clinics.” 
If anybody was engaged in active study of a problem or 
undertaking a specific piece of research, then others in the 
department would help him with cases; after the research 
was finished and the lessons learnt had been communicated to 
the whole department, the care of the children would revert 
to the different clinicians. In the wards emphasis has been 
upon clinical study and history-taking. He always frowned 
on unthinking laboratory investigation, whereas he delighted 
in the minutiz of clinical observation. 


The third responsibility of the department is the 
advancement of the subject; and here too, James 
Spence’s methods were highly individual: he would throw 
off a stream of ideas, and when a member of the depart- 
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ment became really interested in one of them he would 
be encouraged but allowed to develop the interest along 
his own line. Thus, all members of the department 
have their special interests and can pursue them freely ; 
no-one is engaged wholly on investigation, everyone has 
some clinical responsibility. 

His conception of a department of friends working 
together for a common end was achieved for these few 
brief and happy years; it brought order and a sense 
of firm and corporate spirit to the work—an order not 
perhaps apparent to all those inside the department, 
for it was never irksome, but seemingly obvious to many 
of our frequent visitors, who amused us by admiring 
what they called ‘‘ the organisation.’”’ He has left a 
department of devoted people bound to him and to 
each other by years of comradeship. -3.w.% 

The decisive impact of the department on the mind 
of a very inexperienced would-be pediatrician who visited 
it only four years after its formation was something 
quite unique. The decision which it forced upon me, 
there and then, was that I must somehow contrive to 
become a member of it, no matter in what capacity or 
at what cost to my family. The Professor’s own 
personality was, of course, the dominant factor in the 
situation: but almost as compelling was the way in 
which his personality and ideas so obviously permeated 
all the separate units of which the department was 
composed. The interests which he fostered were those 
which concerned the common, simple, important prob- 
lems, and he was always encouraging us to develop 
accuracy of planned clinical observation as the basic 
tool for the advancement of knowledge in our subject. 
In his contacts with students he was always more 
concerned with the broad educational value of what 
he taught, and how he taught it, than with its direct 
practical applications: the man who was interested 
primarily in passing his examinations was likely to 
profit little, but the best enjoyed a dramatic intellectual 
experience which could alter their whole outlook in 
their chosen profession. a 


The first impression made by James Spence on visitor 
and colleague alike came from his charm. In his own 
home, taking tea with sisters and residents on the wards, 
in the meetings of his department, or as president of 
the local medical society, he was always the gracious 
and charming host. But to remain here would be to 
miss the measure and the nature of his greatness. He 
was a fine clinician; yet he made no outstanding dis- 
coveries in clinical medicine. He started his career as a 
biochemist, and almost his last communication was 
entitled the Methodology of Clinical Science ; yet he was 
not essentially a medical scientist. Perhaps a friend 
came near to the heart of the matter in describing him 
as “an artist who had survived a scientific training.” 

If this estimate is true then the first and maybe the 
greatest expression of his sensitive insight into the nature 
of family life was the creation of the Babies’ Hospital 
where the mothers were admitted to nurse their own 
children. The second was the binding together in mutual 
inquiry of the university department and the local health 
authority. But it was in the conception and creation 
of the university department that his sensitivity and 
strength found their fullest expression. 


The simple but profound conviction which guided his 
thinking in this field I first learnt from the postscript to a 
card telling me the arrangements for my coming to Newcastle : 
it ran as follows. ‘* The first aim of my department is com- 
radeship not avkievement.’’ Friendship between all concerned 
with the care of children in Newcastle was the catalyst which 
brought into being the combined medical and surgical units, 
the clear definition of the aims and instruments of under- 
graduate teaching, and the varied pattern of clinical and 
social investigation which he developed in the last years of 
his life. 

He was a great teacher of the gifted student ; those who 
were seeking a main road to the final examination often found 
his exacting standard of clinical accuracy and his unpredictable 
questions too much for them. They recognised that “ despite 
the raanner of a kindly patrician he was a d rous man.” 
He was at his best when faced with the swift and calamitous 
illness in the ward, or painting a vivid picture of disease in the 


20 minutes of a clinical lecture, and above all in sensing and 
handling the hidden fear of a mother in consultation. 


Those of us who owe so much to this generosity find 
it difficult at this time to speak of his faults. His loyalty, 
which was often less critical than was good for us, made 
us all temporarily a little larger than life size. His quick 
intuitive mind had a distrust of the typewriter, the 
memorandum, and all the wordy planning of modern 
administration. In consequence our first awareness of 
the visit of a distinguished visitor would often be their 
appearance in the ward or outpatient clinic with the 
introductory greeting from James Spence “this is 
Professor who will be with us for the next fortnight 
and I know I can leave him in your care.” 

He had too a love of the novel and the unexpected 
—new faces, new stories, and new ideas—and a capacity 
for distilling their essence and adding it quickly to his 
current counsel which, though refreshing, sometimes led 
to a superficiality of judgment. Yet even when you 
felt most sure he was wrong, you always emerged wiser 
from the encounter. James Spence, artist and scientist, 
pig vee and realist, conservative and rebel, was always 
a leader. 


n. 


Public ‘Health 


“Infectious Diseases i in England and Wales 


Week ended May 


Disease = 
1 8 15 22 | °29 
Dysentery és | | 949 11031 {1104 1136 
Encephalitis : | | 
Infective .. cs _ 2 | 3 | 2 
Postinfectious 3 5 | 3) 2 | 4 
Food-poisoning |. 112 | 231 | 240 | 195 | 173 
Measles, excluding rubella 1973 |1735 1706 1940 |2046 
Ophthalmia neonatorum <2 38 32 29 37 50 
Paratyphoid fever .. 3 7 | 4 2 
Pneumonia, primary or influenzal .. | 530 | 506 | 463 | 520 | 428 
Poliomyelitis : ' | | | 
Non-paralytic 5 | 8 | 5 | 9 | 6 
Puerperal pyrexia .. om «- | 222 | 244 | 258 | 208 | 229 
Scarlet fever .. | 627 721 | 899 
Tuberculosis : 
Respiratory | 811 | 934 816 935 862 
Meninges and C.N.S pet 
Other -- | 109 | 125 | 99 | 110 


fever 


Whooping-cough 2252 (2387 (2660 12428 42207 


* Not including late returns. 
Births, Marriages, and Deaths 


BIRTHS 


DavigEs.—On June 1, in London, to Dr. Celia Marjorie Davies 
(formerly Rapport), wife of Dr. D. L. Davies—a son 

PyYKE.—On June 6, at the Radcliffe Infirmary, Oxford, to Janet, 
wife of Dr. David Pyke—a daughter. 


Appointments 


GLENNIE, R. E., M.p. Aberd., D.c.H., D.P.M.: consultant child 
psychiatrist, ‘cambridge 
M.B. Sheff... D D.OBST. : asst. county M.O., North 
as 
McEwan, J. M., M.B. Glasg., D.P.H.: executive M.O., west area 
Northumberland, M.O.H., ur districts of Hexham and 
rural districts of. Bellingham, Haltwhistle, and Hexham. 
Macrak, A. K. M., M.B. Edin., M.R.C.P., DIP. PSYCH.: physician- 
superintendent, Bangour Mental Hospital, West Lothian. 
WILLIAM, M.B. D.P.H.: M.O., Cornwall, school 
M.O. and M.O.H., area 6 
SMITHAM, J. HILLYER, M.B. Lo nd., F.F.R., D.M part-time 
diagnostic radiologist (consultant status), Ghelsea ‘Hospital for 
Women, 
Witson, H. B., berd., F.F.A. R.C.S., D.P.H., D.A.: senior 
anesthetist, Uuiversity of Aberdeen. 
Manchester Regional Hospital Board: 
HarvVEY, P. W., M.B. Manc., DIP. PATH. : consultant pathologist, 
group laboratory, Victoria Hospital, Blackpoo! 
SHANNON, T. E. . N.U.1., D.O.M.S. 
Bolton pe district hospitals. 
Wuson, T. McS., M.c., M.B. Edin., M.R.c.P.: consultant chest 
physician physician-superintendent, “Baguley Hospital. 
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Notes and News 


AT HOME IN THE HOSPITAL 

Dreav of hospitals, though less common than it was, is 
still severe enough among the few to deserve a place with the 
other phobias. We recommend to those who suffer from it a 
good prophylactic in the form of a book! just published on 
behalf of the Middlesex Hospital. Here nearly all the activities 
of a hospital are shown, in really splendid photographs, and 
explained in a minimum of text. Mr. Derek Adkins, the 
photographer, followed individual patients with typical 
diseases through every stage of their treatment, beginning 
at the moment when they were first seen as outpatients. He 
attended operations, watched fractures reduced, saw the 
pathology department examine slides for tubercle bacilli, 
watched X-ray diagnosis and treatment, and photographed 
these and many other medical and surgical procedures. He 
also visited the kitchens, the laundry, the storerooms, the 
engineers’ department, and the dispensary; he arrived for the 
milk delivery, and went to Covent Garden with the hospital 
florist ; he attended an evening meeting in the boardroom, and 
a Sunday morning service in the chapel. From his 850 
photographs 150 were chosen to appear in this book, and these 
present the daily work of a great hospital in a way that has 
not been done before. 

The patients’ histories are perhaps the most telling part of 
this persuasive work. The boy who fractured his ankle in a 
motor-bicycle accident is seen, at the end of his stay in 
hospital, riding confidently away on the same machine ; the 
medical student whose miniature radiograph showed tubercu- 
losis is eventually passed fit to return to his career; the 
diabetic settles down at home to his régime, under the guidance 
of a social worker who is herself a diabetic ; the blue baby 
tricycles triumphantly round the ward. Perhaps the most 
reassuring case of all is that of the gastric ulcer patient who 
came in looking an old sick man, and went back to work, 
after partial gastrectomy, apparently twenty years younger. 

As Colonel Astor, the chairman of the Middlesex, notes in 
his introduction, a far larger book would be needed to outline 
the work of every part of the complex organisation which is a 
hospital. The purpose of this small work is, first, to give an 
impression of the way a modern hospital staff go about their 
duties, and how numerous and varied are their callings: and 
this it does to perfection. Its second aim is to add to the 
confidence of the patient in those who are looking after him, 
for this, as Colonel Astor says, is a factor of unchanging 
importance in his recovery. This book should do much to 
establish such confidence. 

DOCTOR AND ENGINEER IN PUBLIC HEALTH 

AppDREssING the Institution of Sanitary Engineers, on 
April 3, Dr. R. F. Guymer, Rockefeller tutor in public-health 
engineering at the London School of Hygiene and Tropical 
Medicine, said that if any good is to come of the liaison 
between doctors, engineers, and others, we must guard 
against adopting a too local and a too parochial attitude. 
Such labels as preventive medicine, social medicine, and 
environmental sanitation are unimportant : the basic principles 
are what matter. 

In his ‘ Report of a general plan for the promotion of 
public and personal health in the State of Massachusetts,” 
published in 1850, Lemuel Shattuck, the Boston bookseller, 
proposed that a general board of health should be created. 
consisting of two physicians, one counsellor-at-law, one civil 
engineer, one chemist, and two persons of other professions 
or occupations. His reasons for giving the board this constitu- 
tion were, first, that many questions would arise requiring 
knowledge possessed by different professions, and secondly 
that the promotion of public health is a matter that concerns 
every profession and every person. This was perhaps the 
first mention of a great basic principle: that the promotion 
and maintenance of health is not the prerogative of any one 
section of the population or of any one profession; it is 
the concern of everyone to a greater or less extent. 

Today, said Dr. Guymer, the creation and maintenance of 
good health depend upon team-work, and he drew examples 
from Ceylon, Egypt, and America. Many years ago Ceylon 
possessed a good irrigation scheme which was largely respon- 
sible for the prosperity of the island; but it was seriously 
upset by invasions in the 14th and 15th centuries, and malaria 
became a scourge of the population. In this century, besides 


1. Hospital at Work. Published for the Middlesex Hospital by 
Max Parrish. 1954. Pp. 48. 3s. 6d. 


installing new irrigation it has been necessary to try to stamp 
out malaria, and such progress has been made that there is no 
reason why the island should not regain its former prosperity. 
In Egypt in modern times irrigation improved to such an 
extent that two or even three crops were grown in a year ; 
but unfortunately the new system produced_ ideal conditions 
for the water-snail which harbours bilharzia. The consequent 
advance of bilharziasis illustrates how, in the absence of 
team-work and foresight, improvement in one environmental 
factor may increase an already existing endemic disease. 
The American example was of the Tennessee Valley project 
where, up to 1933, an area of more than 60,000 square miles 
was for all practical purposes derelict, largely because of 
malaria. Such persons as lived in the area were so diseased 
that they possessed neither the physique nor the morale 
to remedy their plight. To develop this area the Tennessee 
Valley Authority employed nearly 40,000 persons, including 
engineers, doctors, chemists, entomologists, agriculturists, 
architects, and veterinary surgeons. A length of the 
Tennessee River, over 600 miles in extent, was divided into 
a series of lakes or reservoirs by the building of dams, and 
to remove mosquito breeding-places a strip of the river 
bank between the highest water level and the top of the bank 
was cleared of vegetation. By operating the sluice-gates of 
the dams, the water level is raised in winter above its highest 
normal, in order to strand floating debris; this level is 
maintained during early spring (the mosquito breeding-season) 
so that the water shall never be stagnant ; and in late spring 
and summer the level is raised and lowered weekly so as to 
strand the mosquitoes on the dry sun-baked earth where 
they cannot live. Other problems solved included the supply 
of water and electricity, the restoration of fertility to the land, 
with lessening of soil erosion, and the provision of seed and 
fertilisers. Gradually this desert area began to blossom as a 
rose, 

Such enterprises, said Dr. Guymer, are of great importance ; 
for the world population is increasing, and it is imperative that 
places which are at present barren and useless should be 
developed and transformed into places where man can live 
healthily and happily. By such work, he believed, we shall 
make a very real contribution to the establishment of a 
lasting peace ; for people who are housed, fed, and clothed 
adequately, and who can work and relax in congenial surround- 
ings, free from disease, are probably less likely to resort to 
war to settle their disputes. 


MASSON ET CIE 


Masson, the well-known French medical publishers, cele- 
brate their 150th year with a handsomely printed and illus- 
trated monograph.! The firm began life as the Librairie 
Médicale et Scientifique in 1804, in an era when, under the 
First Empire, many educational reforms were being made in 
France and the growing importance of the natural sciences 
was creating a need for better textbooks and journals. Victor 
Masson (1807-79) joined Nicolas Crochard, the founder, in 
1838 and became sole owner eight years later. He brought 
original ideas to scientific publishing; he improved the 
format of textbooks and introduced the use of illustrations 
both in the text and by engraved plates. He also realised the 
importance of exporting medical and scientific books, both 
for trade and as a means of maintaining the prestige of French 
culture. He was succeeded in 1859 by his son Georges Masson ; 
and the present Georges Masson, his great-grandson, who is 
one of three co-directors, carries on the family connection with 
the firm. Since 1904 Masson et Cie have published the Presse 
Médicale. This firm’s publishing programmes since the war 
show that venerable age has not impaired its vigour. 


POSTS IN NIGERIA 


IN an advertisement in this issue the Colonial Office invite 
applications for posts in the medical department of the 
Northern Region of Nigeria. But the Colonial Office feel that 
British doctors may hesitate to join the service without 
formal reassurance as to their future prospects, and they have 
accordingly sent us a statement issued in Lagos last January 
by the heads of Nigerian delegations on the future employment 
of overseas officers in their public services. 

The heads state : ‘‘ We are determined to press forward with 
the Nigerianisation of the Civil Service; but we are aware 
that the efficient administrative machinery which the country 


1. 1804-1954: Masson et Cie. 
Paris 6° 


120, Boulevard Saint-Germain, 
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must have cannot, as yet, be provided unless a sufficient number 
of experienced and qualified overseas officers continue to be 
available.’’ They go on to declare their intention to safeguard the 
interest of overseas officers and to “ assure them that future 
terms and conditions of service will be fair and reasonable and 
no less favourable than those obtaining today.’’ They also 
state that they support the principle that all public-service 
questions—including appointments, promotions, transfers, 
postings, dismissal and other disciplinary matters—should be 
kept independent of political control, and that they hope that 
theStraditional principle of promotion according to qualifica- 
tions, experience, merit, without regard to race, will be 
maintained. 


University of Cambridge 

On May 29 the following degrees were conferred : 

M.D.—J. D. Lever. 

M.B., B.Chir.—A. KE. Gibbs, *J. H. H. Webster. 

M.B.—J. D. Salmon. 

* By proxy. 

Faculty of Anzsthetists 

At a meeting of the board of the faculty, held on June 2, 
at the Royal College of Surgeons of England, Dr. Bernard 
Johnson was re-elected dean, and Dr. R. F. Woolmer was 
elected vice-dean for the ensuing year. 


Scottish National Health Service Tribunal 

Mr. I. H. Shearer, Q.c., has been appointed chairman of the 
tribunal in succession to Mr. William Grant, Q.c., who has 
resigned. 


La Semaine Médicale de Paris 

This year the meeting will be held in Paris from Oct. 3 to 10. 
As last year, most of the meetings will be held at the 
Salpétriére. 


London Medical Orchestra 

A section of this orchestra will play music by Purcell, Bach, 
and Mozart at a meeting of the London Association of the 
Medical Women’s Federation at the Royal Free Hospital 
School of Medicine, on Friday, June 18, at 8.15 P.M. 


Military Appointments 

Sir Arthur Porritt has been appointed honorary consulting 
surgeon to the Army at home, in succession to Sir Heneage 
Ogilvie; Mr. J. B. Blaikley has been appointed honorary 
consultant in gynecology to the Queen Alexandra Military 
Hospital, Millbank, in succession to Mr. Frank Cook. 


The Physician and Traffic Safety 

The International Union of Associations of Doctor Motorists 
has chosen this subject as the main topic of its first post-war 
congress, which is to be held in Vienna from September 8 to 11. 
Further particulars may be had from the Secretariat of 
the Arztliche Kraftfahrvereinigung Osterreichs, Vienna 1, 
Weihburggasse 10-12, Austria. 


Hospital Research Prizes 

The board of governors of Queen Charlotte’s and Chelsea 
Hospitals have awarded a prize of £200 to Mr. J. H. Gibson 
for his paper (written with Dr. R. M. Calman) on Pyrexia 
in the Puerperium with particular reference to Uterine 
Infections, and a prize of £50 to Dr. W. E. Hunt for his paper 
on Acute Csophagitis in the Newborn Infant. 


International Award 

An international award is planned to honour outstanding 
workers in the field of the venereal diseases and non-venereal 
treponematoses. If sufficient funds are collected the award 
will be administered by W.H.O. In the United Kingdom 
cheques, payable to the International Treponemmatosis” Award 
Fund, should be sent to Dr. R. R. Willcox, St. Mary’s 
Hospital London, W.2. 


Electronics Exhibition 

This exhibition, which is to be held at the Manchester College 
of Technology from July 14 to 20, will include several medical 
exhibits. The Christie Hospital and Holt Radium Institute 
is showing a scintillation dose-rate meter, a dose-rate 
comparator, and a dose-rate and integrating dose monitor 
for use with an X-ray tube ; the Institute of Cancer Research 
of the Royal Cancer Hospital, ultrasonic echo locating 
equipment; and the Burden Neurological Institute a 
portable 12-channel toposcope. Further particulars may be 
had from the secretary, Mr. W. Birtwistle, 78, Shaw Road, 
Thornham, Rochdale. 


Medical Insurance Agency 

The annual meeting of this agency was held on June 3, 
with Dr. James Fenton in the chair. The committee of 
management reported that in 1953 the net profit was greater 
than ever before: this is distributable solely to the medical 
and dental charities. The total of rebates of premiums granted 
to clients also reached a new peak. Dr. Fenton was 
re-elected chairman, and Dr. Henry Robinson hon. secretary. 
The following retiring members of the committee were 
re-elected : Dr. J. A. Brown, Dr. J. T. Ingram, Dr. G. Roche 
Lynch, Sir Henry Souttar, and Prof. R. J. Willan. New 
members elected were: Prof. Alan Kekwick and Prof. G. A. 
Wishart. 


Lord Webb-Johnson has been appointed consulting surgeon 
to the Royal Dental Hospital of London and School of Dental 
Surgery. 

The second edition of the Directory of International Scientific 
Organizations has been published by UNEsSco. Copies may be had 
from H.M. Stationery Office (13s. 6d.). 


_ Diary of the \ Week 


JUNE 13 To 19 
Monday, 14th 


POSTGRADUATE MEDICAL ScHooL oF LONDON, Ducane Road, W.12 
4pm. Dr. H. E. Holling: Ballistocardiography. 
a OF NEUROLOGY, The National Hospital, Queen Square, 


5 pM. Dr. E. H. Botterell (Toronto): Management of Spinal- 
cord Injuries and Studies on Spinal Man. 
INSTITUTE OF OBSTETRICS AND GYNA2COLOGY 
3 pe.M. (Chelsea: Hospital for Women, Dovehouse Street, S.W.3.) 
Prof. J. Louw (Cape Town): Abortions. 
4.30 P.M. Prof. Bruce Mayes (Sydney): Infertility. 


Tuesday, 15th 


ROYAL COLLEGE OF PHYSICIANS, Pall Mall East, S.W.1 
5p.M. Dr. J. L. Livingstone: Treatment of Pulmonary Tubercu- 
losis at the Present Time. (Mitchell lecture.) 
eT COLLEGE OF SURGEONS, Lincoln’s Inn Fields, W.C.2 
3.45 P.M. Prof. M. F. Lucas Keene : Embryological Background 
of Some Common Abnormalities. (Arnott <a, ) 
ROYAL SOCIETY OF MEDICINE, 1, Wimpole Street, W 
8 p.M. Section of Psychiatry. De. ¥. Frankl SS The 
Concept of Man in Psychotherapy. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
4p.M. Dr. A. M. Cooke: On Writing for a Medical Journal. 
Tr OF DERMATOLOGY, St. John’s Hospital, Lisle Street, 


5.30 P.M. Dr. W. N. Goldsmith: Tuberculosis. 


Wednesday, 16th 


OF DERMATOLOGY 
5.30 pM. Dr. C. D. Calnan: 
Treatment. 
INSTITUTE OF OBSTETRICS AND GYN2COLOGY 
Noon (Queen Charlotte’s Hospital, Goldhawk Road, W.6.) 
Professor Mayes: Could the Chapter on Eclampsia 
Disappear ? 


Thursday, 17th 


RoyYAL COLLEGE OF SURGEONS 
5pP.M. Sir Stanford Cade: Adrenalectomy. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
4p.M. Dr. Cooke: Medical Writing from MS. to Reprint. 
TE OF DERMATOLOGY 
.30 pM. Dr. H. Haber: Specific Granulomas. 
INSTITUTE OF OBSTETRICS AND GYNACOLOGY 
3 p.M. (Hammersmith Hospital, Ducane Road, W.12.) Professor 
Mayes: The Pregnant Diabetic. 
Bore: er OF TROPICAL MEDICINE AND HYGIENE, 26, Portland 
lace, W. 
7.30 pM. Dr. C. C. Chesterman: Training and Employment of 
African Auxiliary Medical Personnel. 


Friday, 18th 
MEDICAL ScHoOoL OF LONDON 


Ringworm Infections and Their 


(Hunterian lecture.) 


P.M. a Ellsworth Laing: General Principles of Plastic 
e 
4 P.M. Dr. Dougias Hubble: Investigation of Endocrine Syn- 
dromes. 


MEDICAL RESEARCH SOCIETY 
5.30 p.m. (London School of H whee and Tropical pieiicine, 
Keppel Street, W.C.1.) G. W. Thorn (Harvard) : 
Adrenal Cortical Response te Stress in Man. 
INSTITUTE OF DERMATOLOGY 
5.30 pM. Dr. R, M. B. MacKenna: Tuberculosis and Sarcoid. 
INSTITUTE OF OBSTETRICS AND GYNACOLOGY 
2 P.M. Con Charlotte’s Hospital.) Professor Louw: Rupture 
of Uterus. 


Saturday, 19th 


INSTITUTE OF OBSTETRICS AND GYNASCOLOGY 
11 a.m. (Chelsea Hospital for Women.) .Mr. C. Kimbell: 
Subtotal, Total, and Vaginal Hysterectomy. 
BIOCHEMICAL SOCIETY 
11 a.m. (Department - Biochemistry, University of Cambridge.) 
Scientific papers 
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Jno. Smythe 


with acknowledgements to Jas.Gillray | 


OC pruritus id a problem 


In the age of elegance, the backscratcher was a 
prescribed method for prompt relief of itching. 
Today, however, pruritus is often an embarrassing 
as well as a discomfortmg condition and such 
simple methods of relief are not so socially or 
medically acceptable. 

Topical application of mepyramine maleate in the 
form of ‘Anthisan’ cream has already proved most 
successful in the symptomatic treatment of 
pruritus. We now introduce mepyramine maleate 
in a flesh-tinted lotion. 

‘Anthical’ provides in one convenient and elegant 
preparation antihistamine, analgesic, astringent 
and sedative properties — properties that will 
afford rapid, soothing and welcome relief from 
irritation. It is an ideal antipruritic for use in 


such childhood disorders as napkin rash, measles, 
chicken-pox and other irritating skin conditions. 
Like other topical antihistamine preparations, 
‘Anthical’ should be used with care on broken 
and eczematized skin surfaces. 


Supplies: Bottles of 4 fl. oz. ‘Anthical’ lotion contains 
2% Mepyramine Maleate B.P., 15% Zinc Oxide B.P., 10%, 
Glycerin B.P., and 5% Triple Elder Flower Water B.P.C. 


/ANTHICAL 


| 
| 
| LOTION 


A NEW M&B BRAND MEDICAL PRODUCT 


MANUFACTORED BY MAY & BAKER LTD 


DISTRIBUTORS * 


PHARMACEUTICAL SPECIALITIES (MAY & BAKER LTD) * 


MA2107 


DAGENHAM * ESSEX * TEL. ILFoRD 3060 #£xT. 99 or 100 
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The B.O.C. introduces 
Calona 


(Regd. Trade Mark) 


SODA LIME 


BETTER THAN ANY 


e BETTER ABSORBENT PROPERTIES 
e LONGER EFFECTIVE LIFE 
e WIDER RANGE OF APPLICATION 


Calona possesses characteristics far in 
advance of any other carbon dioxide absorbent as 
to make it essentially a new product ; it is prepared 
to the stringent specification of the B.O.C Research 
Laboratories. 

Calona complies with the B.P. specification, 
except that the granule sizes are between 4 and 8 
mesh (B.S.S.).. This mesh size has been 
shown to give the best performance in 


Anesthesia, compatible with low resistance 
to breathing. Though primarily produced 
for carbon dioxide absorption in Closed 
Circuit Anesthesia, Calona is also most 
suitable for other medical applications, such 
as Oxygen Therapy, Basal Metabolism Esti- 
mation, Respirators, etc. 

Calona is delivered in metal canisters 
with easy-flow pouring lips and airtight 
screw caps, These canisters are damp proof 
and not easily crushed . . . available in 1, 9 
and 36 lb. sizes. 


ALL ENQUIRIES SHOULD BE SENT TO: 


THE BRITISH OXYGEN CO. LTD 


Malaya 


New Zealend MEDICAL DIVISION Great West Road 


Burma lorthern ia 
ren | Brentford 
East Africa South Middx. 
a rare Union of South Africa 
"oe SERVICE AS UNIVERSAL AS THE NEED 
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= 
= f frcacy and G = 
= tn Antacid Shervapy = 
Sil 


In the management of gastro- 


intestinal disorders associated 
with hyperchlorhydria, *‘ Milkof Magnesia’ 
Tablets have proved of outstanding value. 


Exerting an immediate and _ prolonged 


physician for the treatment of simple 
digestive upsets, including gastritis and 
duodenitis, and equally so, for those cases 
where frank ulceration has occurred. 


Pleasantly mint flavoured and conveniently 


neutralising action, ‘ Milk of Magnesia’ 


portable, they are always ready to hand 
Tablets offer a valuable prescription to the 


whenever the need of alkalisation arises. 


TABLETS 


Available in bottles of 30, 75 and 150 tablets. 


Chas. H. Lhillips Co. Lid 7, Waiple Way, London, Wi 3. 


* © Miik of Magnesia’ is the trade mark of Phillips’ preparation of magnesia. 


*CLINITEST’ (Brand) tablets employ the same 
chemical principles as the Benedict Test. 


Why hospitals use 


TRADE MARK 3 


for routine 
Urine-Sugar tests 


No external heating. No measuring of reagents. The 
complete test takes less than one minute. 


Standardization of the test ensures reliable results in 
clinics and wards. 


For reliability in urine-sugar tests use... 
THE CLEAR ‘ CLINITEST’ COLOUR SCALE 
THE BLACK PLASTIC CASE 

THE BLUE-AND-WHITE REFILL BOTTLE 


(See 
ping the own, CLI N ITEST 
Should without Com are Complete Set, including 36 tablets . . . . 10/- 
0nd Refill Bottles (36 tablets) .......... 3/6 
th Less professional discount to the medical profession 


Approved by the Medical Advisory 
Committee of the Diabetic Association 
Medical literature available on request to the sole 
distributors. Write for details of the ‘Clinitest’ 
equipment and reagent tablets for routine urine- 

Sugar tests to 


DON S. MOMAND LIMITED 
58 ALBANY STREET, N.W.1 
® Manufactured by Miles Laboratories Ltd., 


AVAILABLE UNDER THE N.H.S. ON FORM E.C.10 


Bridgend, South Wales, under licence from 
Ames Company, Inc, 
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WASHINGTON CHEMICAL CO. LTD. 


has been making Magnesium Chemicals 


of quality for the 


Pharmaceutical Industry 
since the ophthalmoscope was first used. 


THE WASHINGTON CHEMICAL CO. LIMITED * WASHINGTON + CO. DURHAM 
A member of the TURNER & NEWALL ORGANISATION 


SURGICAL PLASTERS 
Developed in collaboration with some of the leading hospitals, the ZOPLA 


range of self adhesive, zinc oxide plasters covers every medical, surgical and 
dermatological need. 


The range includes 


for surgical use. Power- HELVIA—First Aid Flexible Dressing— 
STRAPPING -*: , flesh, and elastic elastic adhesive plaster with medicated 
cloths. gauze. 


FELTS—o/ selected Merino Wool, for all ZOPLA-BANDS—Elastic adhesive 
ding and protective purposes. Only 

om wool felt will retain its resilience and bandage of superior quality. 

will not harden in use. 


Details of the full ZOPLA range, together with samples, will gladly be 
sent on request. 


LESLIES LIMITED 


ESTABLISHED 1823 
Walthamstow, London €E.17 
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In your 
hands eece! 


. .. the skill to diagnose, to 
prescribe, to treat, to bring 
your patients back to full | 
and vigorous health. In your 
hands .. . the opportunity to 
advise on the small but all- 4 
important matters of hygiene that 
help to ward off infection and sickness 
in the home; the way, for instance, to 
ensure scrupulous personal cleanliness. 
In this you know you can safely 
recommend Wright’s Coal Tar Soap — 
the soap of unsurpassed purity, endowed 
with the remarkable antiseptic, antipruritic properties 
of Wright’s Liquor Carbonis Detergens. For doctors 
and nurses all over the world use it, both in the treat- 
ment of skin diseases and as a personal safeguard. 
And do you not use it yourself ? 


* 


of the Royal Institute 
of Public Health 


WRIGHT’S COAL TAR SOAP 


oti Ideal for Toilet, Bath and Nursery 


* 


A Diagnostic Set with 
Electric Head Lamp 


This set contains the components of popular No. 3004 outfit, together with 
a Wickham Head Lamp which works from the battery handle. To assist in 
manipulating the various instruments, a useful extension handle (The Plandle) 
is provided. The Head Lamp uses an ordinary spotlight bulb which, with 
a carefully designed optical system, produces a brilliant patch of even 
illumination adjustable from 1 in. to 10 ins. in diameter. It is light and having 
a sponge rubber washable forehead pad is hygienic and very comfortable 
to wear. The Plandle facilitates the handling of separate components in 
awkward corners, by allowing the battery handle to be placed out of the way 
in the pocket or on the table. 


electric diagnostic OBTAINABLE FROM ALL 
SURGICAL SUPPLY HOUSES 


Set No. 3010 contains May Ophthalmoscope (which can 
be supplied with illuminated and magnified numbers if 
required), Auriscope with 3 Specula, Duplay Nasal 
Speculum, Bent Arm Throat Lamp with one each 
Laryngeal and Post-Nasal Mirrors, Flat Tongue 
Depressor, Plandle, Wickham Head Lamp, Large . 
Battery Handle and Spare Lamp, complete in case. 
All components chromium plated and untarnishable. 


Made near London, England, by a firm with half a century's experience of Surgical Instrument Manufacture. 


~ 
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Surgical Stockings 


Specify “Burson” for 
Two-Way Stretch 


* Uniform tension, easily adjustable 
* Strength at points of greatest strain 
* Lightness and coolness for comfort 
* Expert fashioning for exact fitting 


Burson Elastic Stockings are made from the finest 
* Lastex’ yarn to give them a special two-way 
stretch. And the complete size range of Burson “It's not often that one 


i rfect fitting i " 
Hosiery ensures a pe ec ing In every case. recommendation helps all the 


family... but Ribena will 
increase her vitality, help her 
husband's tiredness, and be good for 


the children too...” 


Vitamin C deficiency? Ribena is 
widely recommended by the medical 
profession for the treatment of ail 
conditions due to lack of Vitamin C. 

@ Why Ribena? Because Ribena con- 
tains pure Blackcurrant Juice, one of 
the richest sources of natural Vitamin 
C, together with natural glucose and 
fruit sugar, and sweetened with cane 


sugar. 
a May we send you a free sample 
bottle of Ribena together with a copy 
STANDARD MODEL of ane-garewes Juice in Modern 
for use in the Home Therapy” which describes the many 
Surgery 8-8-0 medical uses of Ribena? Just send 
your professional card to Dept. B 9, 
H. W. Carter & Co. Limited, The 
Royal Forest Factory, Coleford, Glos. 


Perfect Dial Control 


of mixture for- 
Analgesia ¢ Anaesthesia. 
for use by the Doctor 
in y wed Maternity 
j or use 
or Minor Surgery F500 ome 


The secret is to take 


Ribena 


today 


The Blackcurrant Juice Vitamin C Health Drink 
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PHILIPS 


DIRECT-WRITING 


Single Channel 


ELECTROCARDIOGRAPH 


TRULY PORTABLE. 


Weight, complete with 
all accessories, 
only 31 Ibs. 


NE of the most outstand- | mum of time. The extreme fidelity of this in- 
ing instrument develop- | strument, brought about by built-in standards 
ments of recent years, the | of high accuracy, is such that it does not have to 
“ Cardioluxe ’’ Direct-Writing | be compared with the so-called “‘ standard ”’ 
Electrocardiograph enables physicians to | photographic apparatus. Complete freedom 
record all modern electrocardiographic leads | from interference guaranteed under all con- 
instantaneously, accurately, and in the mini- | ditions. Write for full details. 


PHILIPS ELECTRICAL 


LIMITED 


ELECTRO-MEDICAL APPARATUS - X-RAY EQUIPMENT FOR ALL PURPOSES - LAMPS & LIGHTING EQUIPMENT 
RADIO & TELEVISION RECEIVERS - SOUND AMPLIFYING INSTALLATIONS 
ELECTRO- MEDICAL DEPARTMENT, PHILIPS ELECTRICAL LIMITED, CENTURY HOUSE, SHAFTESBURY AVENUE, LONDON, W.C.2 


NUTRITION | 
IN HEALTH— PRESCRIPTION 


CONVALESCENCE for PRACTITIONERS 


—SICKNESS 
The protein-sparing effect of milk A S IC k ness Po | I cy 


protein is reinforced in St. Ivel (Lactic) 
Cheese on account of its readily digestible i I 

nature and the effect of the Lactobacilli on Ww | t h t h e M e d | ca | 
intestinal flora and pH. 


These properties are of great value to S S k n } S S S Oo Cc et 7 


the diabetic because this cheese can be 
consumed in any quantity desired as it 
contains only a trace of carbohydrate. It 
makes a valuable and much appreciated TAKE ONE NOW 
contribution to what is often an irksome 

diet. It helps to keep digestive upsets to 
a minimum and to enable the patient to 


obtain full benefit from the other con- For particulars please write to the Society 
stituents of a restricted diet. 7 CAVENDISH S Q UARE 
C ications should be addressed to the Director, Central 
33 
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eliabtlily 


in delicate Surgery 


The THERATOR MINOR 


DIATHERMY, Type MME 3 


For the most delicate electro-surgery, the. of component values. Current intensity 
Therator Minor Diathermy reliably pro- is regulated by a single knob and is 
vides two distinct cutting-currents, ideal repeatable at pre-selected control positions. 
respectively, for ophthalmic and neuro- A de luxe set of electrodes and mobile 
surgery. Output is valve-generated, perfect trolley complete the equipment if required. 
coagulation being assured by careful selection Further information is freely available. 


MARCON INSTRUMENTS 


SPECIALISTS IN: 
DIATHERMY AUDIOMETRY ELECTRO-ENCEPHALOGRAPHY ELECTRO-CARDIOGRAPHY THERAPEUTIC AND DIAGNOSTIC X-RAYS 
MARCONI INSTRUMENTS LTD - ST.ALBANS - HERTS - Phone: ST. ALBANS 6161/7 
30 Albion Street, Kingston-upon-Hull. Phone: Hull Central 16144. 19 The Parade, Leamington Spa. Phone: 1408 
And at: BELFAST - CARDIFF - GLASGOW + LIVERPOOL + NEWCASTLE - SOUTHAMPTON 
Managing Agents in Export: MARCONI’S WIRELESS TELEGRAPH COMPANY LIMITED - MARCONI House - STRAND - LONDON, W.C.2 


2 


Availability of 


Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a deficiency 
condition appears to result from the lack of an 
individual factor of the group and it is considered 
necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should be administered 
concurrently. 


40/- 


per cent per annum 
COMPOUND 


is the reversionary bonus declared for the 
five years 1949-53 by the Scottish Widows’ 
Fund—a striking addition to the ‘Unique 
Record’. 

For particulars of how you may become 
a member of this vigorous profit-sharing 
Society write to 


It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 


Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 


@ Aluzyme is not advertised to the public and may 
be prescribed on form E.C.10. 


fi LUZYME 


NON-AUTOLYSED YEAST 
with completely available Vitamins 


Have had your copy of “The Therapeutic and Nutritional 
‘alue of Brewers’ Yeast”’? 


Professional Samples and Prices on request from :— 
ALUZYME PRODUCTS 
MINERVA ROAD, LONDON, N.W.10. 


SCOTTISH WIDOWS’ 
FUND 


Head Office: 9 St. Andrew Square, Edinburgh 2 
London Offices : 
28 Cornhill, E.C.3 17 Waterloo Place, S.W.1 
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JENNER INSTITUTE VACCINE LYMPH 


*PREPARED IN ACCORDANCE WITH THE THERAPEUTIC SUBSTANCES REGULATIONS (BRITISH PRODUCT) 


Telephone: SINGLE VACCINATION TUBES - - ~  12/- dozen. Postage extra Telegrams: 


“ JENVACTER, SOUPHONE, 
BATTrERSEA 1347 LARGE TUBES (EXPORT only) sufficient for 5 vaccinations, 20/- dozen LONDON” (2 words) 


JENNER INSTITUTE FOR CALF LYMPH LTD., 73, Battersea Church Road, S.W.11 


Professional Approval... 
SELTO Dental Salt is a unique combination of sodium QUEEN 
chloride and sodium bicarbonate with an efficient polishing 


agent. It is particularly valuable in cases of soft or tender Non Allergic 


gums; it is entirely free from harsh abrasive material, polishes 
quickly and without scratching. Pleasant to the taste, it BE (2 Ts 
imparts a delight- 


EVERY DAY MAKE-UP 
ful freshness to the Queen beauty products form a complete range 


[JoNE 12, 1954 


ipsticks, specially for those women who 
SELTO is stocked have sensitive skins. Queen products con- 
skin inricants AND ARE RECOMMENDED 
; skin irritants A’ A 

= all leading BY THE MEDICAL PROFESSION. 
chemists.  Profes- Obtainable from John Bell & Croyden, 
sional samples and Street, and 
r emists. 
literature sent on Write for Price List to :— 

request. BOUTALLS CHEMISTS LTD. 

Deon L T ; SELTO (Eastbourne) LTD., 60 Lambs Conduit St., London, W.C.1 


HAMPDEN PARK. EASTBOURNE 


CHISWICK HOUSE 


PINNER, MIDDLESEX 


F | R E ' Telephone: PINNER 234 


A Private Home for the Treatment and Care of Mental and 
both Sexes. 


2 PICCADILLY, Ww. Nervous Ilinesses in 
At 5, A modern house, 12 miles from Marble Arch, in attractive 
secluded grounds. Patients treated under Certificate, Tem- 
orary or status. Modern forms of treatment, 
Not yet visited the new siames eccupation: ‘therapy, E .CT., etc. Fees from 12 guineas a 
Fire Protection Centre? Call when 


HEIGHAM HALL, NORWICH 


Nu-Swift Ltd., 25 Piccadilly, W.1. REGent 5724 PRIVATE MENTAL HOME for Nervous arid Mental illness. All types 
In Every Ship of the Royal Navy of treatment carried out. Accommodation for Alcoholics and Addicts 
available. Special Geriatric Unit now open. Fees from 6 gns. per week 

upwards according to requirements. 
Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


ST. ANDREW’S HOSPITAL NERvous ano 
NORTHAMPTON 


PRESIDENT: THE EARL SPENCER 


MepicaL SUPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


is Registered Hospital is situated in 130 aeres of park and pleasure grounds. Voluntary patients, who are suffering from 
aa mental disorders or who wish to prevent recurrent attacks of mental trouble ; wand ‘path patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are s a gooey to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


grow 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North- West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 


At all the branches of the Hospital big are cricket grounds, football and hockey grounds, lawn tennis courts ( and hard 
courts), croquet grounds, golf courses, and pees: greens. Ladies and gentlemen have their own cadena, oa facilities are 
provided for tay handicrafts, such as carpentry, e 
For terms and further particulars hw “to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 
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CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 


PRESIDENT : 


Tue Ricut Hon. THe EARL OF DERBY, M.C. 
MeEpIcAL SUPERINTENDENT: W. V. WADSWORTH, B.Sc., M.B., M.R.C.P., D.P.M. 


This Hospital receives all types of patients who are suffering from psychological and senile illnesses. 


It has recently been 


extensively re-decorated and central heating has been installed throughout, making it one of the most luxuriously appointed hospitals 


in the country. Private rooms, with special nurses, can be provided. 
pathological investigations ; the most modern psychiatric treatment is available, including deep insulin therapy. 


atment is employed in suitable cases. 


1 patients receive very careful and thorough clinical and 
Psychotherapeutic 


Occupational therapy is a special feature of the Hospital and there are excellent facilities for indoor and outdoor recreation— 
tennis, cricket, croquet, badminton, billiards, cinema, television, etc. Geriatric units for mild cases of senility are provided where 
patients can pursue as normal a life as possible. 


The Hospital is situated in three hundred acres of pleasant Cheshire parkland and yet is only nine miles from Manchester. 
Glan-y-Don is the Hospital’s convalescent home, overlooking the sea at Colwyn Bay. 


and has its own farm and market garden. 


It is extremely comfortable and well appointed 


For terms and further particulars, apply to the Medical Superintendent. Telephone: GATLEY 2231. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spaci bal 


and 


In the same grounds, ROWDENS, a comfortable house with lovely views. beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Telephones—TEIGNMOUTH 289 and 537 


Resident Physicians—BERTHA M. MULES, M.D., B.S. 


ANNE S. MULES, M.R.C.S., L.R.C.P. 


Private road to the 


views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 


ACADEMIC AND EDUCATIONAL | Page) 


SECTION 


ADMINISTRATIVE 
Leeds R.H.B. Asst. Sr. M.O. 


ANAZSTHETICS 
St. Bartholomew’s, E.C.1. Sr. 
St. Mary’s, W.2. F.O.. 
Whittington, N.19. Sr. H.O.. os 
Aberdeen Gen. Hosps. B.O.M. Reg. 
Birmingham. St. Chad’s. Sr. H.O. 


Bradford. St. Luke’s. H.O.. 
Cossham/Frenchay "H.M.C. 
Sr 


Bury & Rossendale H.M.C. Sr. H.O.. 

Colchester Group H.M.C. Sr. H.0O... 

Dudley & Stourbridge Group - 
Hosps. P.-t. Cons.. 

Durham. County. Sr. H.O 

ea Northern Group ot Hosps. 


H.M. 
Halitas ‘Area H.M.C. Jr. H.M.O. 
Ipswich. East “Ipswich. 
Sr. H.O. 

Leeds R.H.B. Reg. 
Leeds United Hosps. Reg. 
Liverpool. py Sr. H. 
Liverpool United Hosps. Regs. i 
Mid-Kent H.M.C._ Sr. 


Medway & Gravesend eM. Cc. Locum 
Nottingham. City Hosp. Sr. 
Reading. Royal Berks. Sr. H.O. 
Romford. Rush Green. Sr. H.O. 
Sheffield. City Gen. Sr. H wi 
Sheffield R.H.B. P.-t. Cons. . 
Sheffield R.H.B. Sr. H.M.O.. ae 
St. Albans. Shenley. P. +t. Med. 
Pract. 
Warrington Infy. Sr. H.O 
Wolverhampton Group. Sr. 
York. County, City & Miltary. 
Sr 
United States. Mount Auburn. Resi- 
dencies 
Northern Ireland Hosps. Auth. 
Cons. .. 


CARDIOLOGY 
Newcastle Gen. H.O... 


CASUALTY 

Battersea Gen. H.O... 

Hackney, E. 9. H.O.’s 

Poplar, E.14. Sr. H.O. 

St. Mary’s, W.2. Sr. H.O. .. 

Birmingham R.H.B._ Reg. .. 

Birmingham United Hosps. Sr. H.O. 

Brighton. Royal Sussex County. 
Jr. H.M.O. & H.O... 

Cardiff. St. David’s. Sr. H.O. 

Cheltenham Gen. & Eye. Sr. H.O.. 

Cc Royal. Pre-reg. H.O. or 


Sr. 
Sr. H.0. 


Group H.M.C. 
Enfield. Chase Farm. ‘Sr. H.0. 
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Vacancies 


Hastings. Royal East Sussex. Sr. 


Hempstead. West Herts. Jr. 


Herttord ‘ounty. 1.0. 
ee Spa. W arneford Gen. 


Leeds ‘Dispensary Hosp. 


Dunstable. H.O. 
Maidstone. West Kent Gen. Sr. H.O. 
Newcastle Gen. 

Norwich. Norfolk & Norwich. H.O. 
Nottingham Gen. Sr. H.O 

Richmond, Surrey. Royal. Sr. H.0. 
Romford. Oldchurch. Sr. H.O. 
Salisbury Gen. Locum Sr. H.O. 
Salisbury Gen. Sr. H.O. - 
Shotley Bridge Gen. H.O. 

Slough. Upton. H.O. 

Warrington Infy. Jr. H.M. Oo. 
bel art & Dist. Peace Mem. Jr. 


olverhampton “Group. H.0. 
York A & Tadcaster H.M.C. Jr. 
CHEST AND TUBERCULOSIS 
Hosps. for Diseases of the C em. Sr. 
Aylesbury. Royal Bucks Assoc. 
Hosps. M.C. H.O.. 
Sr. H.M.O. .. 
Chelmsford. Broomfield. 
Sr. 
Sr. H.O. 
& Locum Sr. H.O. 
Isleworth. West Middlesex. H.O 
Unit. Sr. H.O.’s 
Drayton. Cheshire J Joint San. 
Now castle Gen. 
Newcastle R.H.B. Sr. Reg. 
West Fife Hosps. B.O.M Reg. 
York A & Tadcaster H. M. C. Sr. H.O. 
Plymouth & Devonport. South 
Devon & East Cornwall. | 
St. John’s Hosp. for Diseases of the 
Skin, W.C.2. Reg.. 
Leeds R.H.B. Reg. gs 
Oxford ally Sr. H.O. 
EAR, NOSE, AND THROAT 
Metropolitan E.N. & T., W.8. H.O.. 
Bournemouth & ‘Fast H.M.C. 
East Cumberland H.M.C. 


H.M.O.’s 

H.O., Jr. H.M.O., & H.¢ 
Birmingham R.H.B. 

Locum 
Colchester Group H.M.C. 
Leicester Isolation Hosp. & Chest 
-M.O. or 

Ware Park, Herts. ‘Temp. Jr. H.M.O. 
DENTAL SURGERY 
DERMATOLOGY 
WwW 8.W.1. P. -t. sr. Reg.. 
Sheftield United Hosps. Reg. 
St. James’, 8.W.12. Locum Reg. 
Edinburgh Central BoM. 


MAD. 
Farnborough. Kent. Sr. H.O. 


RH.B. Regs. 

Maidstone. Kent County Ophthalmic 
& Aural. Sr. H.O. ‘ 

Scotland. Northern R.H.B. "Reg 

Southampton. Royal South 
& Gen. Sr. H.O. 

South West Met. R.H. B. P.-t. Cons. 

Swansea. Sr. H.O. . 

GERIATRICS 

Cardiff. St. David’s. Sr. H.O. 

Halifax. St. John’s. Sr. H.O. 

Newcastle Gen. H.O.. 

South West Met. R.H.B. Sr. H.M.O. 

Wellingborough. Park. Sr. H.O. .. 


INFECTIOUS DISEASES 
Regs 


Leeds R.H.B. 
Nottingham. Heathfield. 
Southampton Chest. Sr. H.O. 
LARYNGOLOGY AND OTOLOGY 
Liverpool U Reg. & 


MEDICINE 
Central Middlesex, N.W.10. H.O.’s. . 
German, E.8. Pre-reg. H.O... ‘i 
Hosp. of * John & St. Elizabeth, 
N.W.8. 
London “E.l. Sr. H.0.’s 
National Temperance, N.W.1.  Pre- 
London, $.W.4. Sr. H.O. 
Ann’s Gen., N.15. Sr. H.O. - 
St. Charles’, W.10. Pre-reg. H.O. .. 
St. Mary’s, W.2. Reg. 
Westminster, 8.W.1. P.-t. Cons. .. 
Willesden Gen., N.W.10. H.O. & 
Locum 
Bournemouth. “Royal ‘Victoria. H.O. 
se -le-Street. Gen. Sr. H.O. & 


Locum 


H.¢ 
Cosham. ‘Queen “Alexandra. Sr. H.O. 
Cuckfield. Sussex. 

Derby. Derbyshire Roy al Inty. Pre- 

reg. H.O. 

Doncaster Royal Infy. 

Durham. Dryburn. H.O. e 

Central Hosps. ‘B.O.M. 


Hastings. St. Helen’s. Pre- -reg. H.O. 

Haverfordwest. Pembroke 
War Mem. H.O. 

Ipswich Borough Gen. pre-reg. H.0. 

Herz! Moser. Locum 


Leeds United Hosps. ‘Sr. Reg. 

Liverpool United Hosps. Regs. 

Luton & Dunstable. Sr. H.O. 

Manchester. House Health 
Centre. Locum -P. 

Manchester. West Manchester M 
Pre-reg. H.O. 
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Academic and Educational 
UNIVERSITY oF LONDON 


A LECTURE on “ Postpartum, Hemorrhage ” will be given by 
Prof. B.'T. Mayers (Sydney) at 5 p.M. on 21sT JUNE at University 
College Hospital Medical School, University-street, Gower-street, 


‘Admission free, without ticket. 
JAMES HENDERSON, Academic Registrar. 
UNIVERSITY OF EDINBURGH 


FACULTY OF MEDICINE 

Notice is hereby given that a new procedure has been adopted 
for the selection of students which will apply to candidates 
for admission to the Medical School in OCTOBER, 1955. 

These are asked to note that their form of application should 
be submitted by 31ST DECEMBER, 1954. If the Scottish Uni- 
versities Entrance Board’s Certificate of Attestation of Fitness 
has been obtained by then it should be submitted along with the 
application form; if not, as soon thereafter as it becomes 
available. 

In the case of those applying for admission to the course 
of instruction leading to the degrees of Bachelor of Medicine 
and Bachelor of Surgery (M.B., Ch.B.) or to the degree of Bachelor 
of Dental Surgery (B.D.S.), the application should be addressed 
to the 7 of the Fac ulty of Medicine, New Buildings, 
Edinburgh, 8 ; in the case of those for admission to the course 
of instruction for the degree of Bachelor of Veterinary Medicine 
and Surgery (B.V.M.S.) to the Director of Veterinary Education, 
Royal (Dick) School of Veterinary Studies, Summerhall, 
Edinburgh, 9. 

All applicants are asked to note that they may be required 
to attend for interview before a Selection Committee. 

Applications in connection with deferment of National 
Service should be made on Form Misc. 20, completed in duplicate 
and forwarded to the Secretary, U niversity Joint Recruiting 
Board, 21, Lansdowne-c rescent, Edinburgh, 12. 

Further information concerning academic standards required 
for admission, matriculation procedure, &c, is given in the 
programme of admission to the University available at the 
office of the University or of the Faculty of Medicine. 

CHARLES H. STEWART, Secretary to the University. 
THE UNIVERSITY OF LEEDS 


DIPLOMA IN PSYCHOLOGICAL MEDICINE 

A course for the Diploma in Psychological Medicine will 
commence in OCTOBER, 1954, if sufficient entries are received. 
Instruction will be part-time and will occupy 3 half-days a 
week during 8 academic terms (24 years). 

Further particulars may be obtained from the Sub-Dean, 
School of Medicine, Leeds, 2, to whom application for admission 
to the Course should be sent as soon as possible. 


THE UNIVERSITY OF BIRMINGHAM 
FACULTY OF MEDICINE 


THE INGLEBY LECTURES, 1954 

Dr. PAUL YOUNGE (Harvard Medical School, Boston, U.S.A.), 
will deliver the Ingleby Lectures in the Large Anatomy Theatre 
of the Medical School on WEDNESDAY and THURSDAY, 16TH 
and 17TH JUNE, 1954, at 4 P.M. each day 

Subject : “ The Carcinoma-in-Situ Problem ’ * (a Twenty-year 
Study of Early Carcinoma of the Cervix). 

Members of the medical profession and students of medicine 
are invited to attend. A. P. THomson, Dean. 

NATIONAL HEART HOSPITAL 
Westmoreland-street, W.1, and BUCKINGHAM 

The st. CYRES LECTURE for 1954 will be delivered in the 
Barnes Hall of the Royal Society of Medicine, 1, Wimpole-street, 
W.1, on FRIDAY, 25TH JUNE, at 5 P.M. by Dr. GRAHAM HAYWARD. 

Subject : Pulmonary 

Members of the Medical Profession are cordially invited. 


QUY’S HOSPITAL MEDICAL SCHOOL, S.E.1 


THURSDAY, 17TH JUNE, 5 P.M. The 8TH ADDISON LECTURE. 
Dr. LAWSON WILKINS: ‘ Modern Methods of Endocrine 
Diagnosis and Treatment.”’ 

Applications for tickets should be made to the Dean. 


THE ROYAL MEDICAL FOUNDATION OF 
EPSOM COLLEGE 


The ANNUAL GENERAL MEETING of the Governors will be 
held at the Offices of the Medical Defence Union, Tavistock 
House South, Entrance ‘‘ D,”’ Tavistock-square, London, W.C.1, 
ON WEDNESDAY, 14TH JULY, 1954, at 3.30 P.M., when the names 
of newly appointed Pensioners and Foundationers will 
announced. 

In addition to ordinary business the agenda will include 
(1) re-election of 10 retiring members of Council, (2) amendment 
of By-law 23 to enable the value of Foundation Scholarships to 
be varied in accordance with the degree of need in each case. 

A copy of the full agenda will be posted to any Governor on 
request to me. By Order of the Council. 

A. Y. CANN, Secretary. 
_ The Secretary’s Office, Epsom College, Surrey, 31st May, 1954. _ 


L.M.S.S.A. 

FINAL EXAMINATION : SuRGERY, 12th July, 9th August, 
llth October, 1954. MEDICINE, PATHOLOGY, 19th July, 16th 
August, 18th October, 1954. MipwirerRy, 20th July, 17th 
August, 19th October, 1954. MASTERY OF MIDWIFERY, May 
and November. DIPLOMA IN INDUSTRIAL HEALTH, July and 
December. 

For regulations apply REGISTRAR, Apothecaries’ Hall, Black 
Friars-lane, London, E.C.4. 
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GEORGE HENRY LEWES STUDENTSHIP 
ANNUAL VALUE £250 


Applications are invited for t the | above Studentship which will 
be vacant on 1sT OCTOBER, 1954. The Student is required to 
give his whole time to research work except such as, in the 
opinion of the Trustees, does not interfere with his original 
inquiries. 

Candidates should send (a) a statement of their qualifications, 
and their need of pecuniary help. (b) the subject of their proposed 
research, (c) the name of 1 referee, to Prof. Sir BRYAN MATTHEWS, 
Department of Physiology, Cambridge, by 15th July, 1954. The 
Student is expected normally to work in the Department of 
Physiology, Cambridge, though in exceptional conditions he 
may obtain permission to work elsewhere. _ 
INSTITUTE OF OPHTHALMOLOGY (University of 
LONDON), Judd-street, London, W.C.1. Applications are invited 
for the post of Full-time ASSISTANT PATHOLOGIST. This 
post will be in the grade of Senior Lecturer, salary scale com- 
mencing at £1250 rising by annual increments of £100 to £1750 
p.a. The post requires membership of the apsesnete super- 
annuation scheme. Family allowances are admissible. 

Applications, together with copies of 3 recent testimonials, 
should reach the undersigned not later than 24th June, 1954. 

C. F. SEaTH, Secretary, Institute of Ophthalmology. 

W.C.1. 
ST. MARY’S HOSPITAL MEDICAL SCHOOL (University 
OF LONDON), Paddington, W.2. Applications are invited for the 
appointment of ASSISTANT LECTURER IN MORBID 
ANATOMY for an initial period of 1 year renewable up to 3 years. 
Salary £650-£100-£€850, together with superannuation and 
children’s allowance. 

Applications (2 copies), together with the names of 3 referees, 
should be sent by 30th June to the Secretary, from whom further 
THE LONDON HOSPITAL MEDICAL COLLEGE 
(UNIVERSITY OF LONDON). Applications are invited for the 
post of JUNIOR LECTURER in the Department of Morbid 
Anatomy. Initial salary according to age and experience on a 
scale £800-£100-£1100 p.a., together with membership of the 
F.S.8.U. and family allowances. 

Applications (3 copies), giving age and full particulars of 
experience, together witb the names of 2 referees, should be 
forwarded within 14 days to the pete. The London Hospital 
Medical College, Turner-street, E.1 


UNIVERSITY OF @LAsaow. Applications are invited 
for a LECTURESHIP IN PHYSIOLOGY. Salary scale: 
£600-£1200 with a medical qualification ; £500-—£1100 without 
a medical qualification. Initial salary according to experience 
and qualifications. F.S.S.U. and family allowance benefits. 

Applications (5 copies) should be lodged, not later than 28th 
the undersigned, from whom further particulars 
may ob 

oy 7. HUTCHESON, Secretary of University Court. 


THE UNIVERSITY OF SHEFFIELD. Applications are 
invited for the newly established JAMES MORRISON 
RESEARCH FELLOWSHIP. The person appointed, who need 
not necessarily be medically qualified, will be required to pursue 
full-time research into the treatment of malignant disease by 
radiotherapy or other methods, at or in association with the 
David Morrison Research Department of the Sheffield National 
Centre for Radiotherapy. The normal tenure of the Py iia 
is 3 years, and the annual stipend £1000 (with F.S.S.U 
National Health Service superannuation benefits). 

Applications (10 copies) should be lodged with the Registrar 
not later than 3rd July, 1954. 


UNIVERSITY COLLEGE, Cork. The Peeroten.. Bod 
invites applications for the LECTURESHIP IN ANA OMY. 

Applications must reach the Secretary’s Office on or yn tk 
12 NOON on Saturday, 18th September. 1954. Particulars may 
be had from JAMES HURLEY, Secretary. 2 


UNIVERSITY Pd OTAGO, Dunedin, New Zealand. 
The Universit Otago proposes to appoint a PROFESSOR 
OF MIC ROBLOLOGY to take up office as soon as convenient. 
Salary £2002 8s. £2502 8s. p.a. 

Further particulars are available from the Secretary, Associa- 
tion of Universities of the British Commonwealth, 5, Gordon- 
square, London, W.C.1. Applications close in London and 
New Zealand on 3ist July, 1954. 


Hospital Services : Senior Appointments 


NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
The Board of Governors invites applications for the appointment 
of PHYSICIAN to the Department of Psychological Medicine 
(Consultant —- at the Maida Vale Hospital for Nervous 
Diseases, Maida Vale, W.9. Applicants must be Fellows or 
Members of the Royal College of Physicians of London and 
possess a qualification in psychological medicine. The appoint- 
ment will be part-time and the successful applicant will be 
required to attend up to 4 half-days per week. 

Applicetions (35 copies), giving ‘the names of 3 aggre must 
be sent to the undersigned not later than 3rd July, 1 8 

. EWART MITCHELL, 
The National Hospitals for Nervous Diseases, 
Queen square, W.C.1 

WESTMINSTER HOSPITAL, St. John’s-gardens, S.W.1. 
ASSISTANT PHYSICIAN (Consultant) required for 5 notional 
half-days per week. Candidates must be Fellows or Members 
of the Royal College of Physicians (London). Terms and con- 
ditions of service of hospital medical and dental staffs for time 
being in operation apply. Canvassing of Members of the Board 
or Advisory Appointments Committee will disqualify. 

Applications (12 copies), with names of 3 referees, should 
— La House Governor and Secretary not later than 2nd 
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NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. CONSULTANT NEUROLOGIST for 2 half-days 
a week at West End Hospital for Nervous Diseases, 73, Welbeck- 
street, W.1. Hospital may be visited by direct appointment. 

Application forms obtainable from and returnable to Secretary, 
North West Metropolitan Regional Hospital Board, 11a, 
Portland-place, W.1, by 20th July, 1954. 

THE LONDON CLINIC. Locum Assistant Pathologist 
required until September. Salary, depending on experience and 
qualifications, in the region of £1000 a year. Non-resident. 

Apply Director, Department of Clinical Investigation, The 
temiee’ Clinic, 20, Devonshire-place, W.1 (WELbeck 4444). 
BIRMINGHAM REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT CHEST PHYSICIAN (£1500-£1950 p.a.) to 
assist Consultant. Duties Chest Clinic, Dudley, Group Sanatoria 
(total 280 Beds, including 60 children’ s) and in connection 
with 12 non-tuberculosis chest inv estigation beds at Wordsley 
Hospital, Stourbridge. Mobile Mass Radiography Unit panics 
in close association with chest clinic. 

Applications (15 copies), stating name, age, nationality, 
qualifications, present and previous appointments and details 
of 3 referees, to Secretary, 10, Augustus-road, Birmingham, 15, 
before 28th June, 1954. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. 
UNITED BIRMINGHAM HOSPITALS. Part-time CONSULTANT 
RADIOLOGIST. Required for joint appointment (9 notional 


half-days weekly). Duties in the United Birmingham Hospitals 

(2} notional half-days) and in the Birmingham (Selly Oak) 
group (64 notional half-days) at the Royal Orthopedic Hospital 
(340 Beds) and Accident Hospital (215 Beds). Wide experience 
specialty and higher qualification required. 

Applications (15 copies), stating name, age, nationality, 
qualifications, present and previous appointments and details 
of 3 referees, to Secretary, Birmingham Regional Hospital Board, 
10, Augustus-road, Birmingham, 15, before 28th June, 1954. 
CHELMSFORD. BROOMFIELD HOSPITAL. Experi- 
enced Locum Tenens SENIOR HOSPITAL MEDIC AL 
OFFICER required 27th June—mid-October. Unit has 330 
Beds for the treatments of pulmonary tuberculosis in adults, 
tuberculous and non-tuberculous thoracic surgery, chest clinics 
and mass radiography. 

DUDLEY AND STOURBRIDGE GROUP OF HOS- 
PITALS. Part-time CONSULTANT ANAESTHETIST (9 notional 
half-days weekly). Duties mainly at Guest Hospital, Dudley 
(154 Beds) ; also at Wordsley Hospital (372 Beds) and Corbett 
Hospital, Stourbridge (106 Beds). Experience specialty essential. 

Applications (15 copies), stating name, age, nat ionality, 
qualifications, present and previous appointments and details 
of 3 referees, to Secretary, Birmingham Regional Hospital Board, 
10, Augustus-road, Birmingham, 15 , before 28th June, 1954. 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
ASSISTANT PSYCHIATRIST, Little Plumstead (near Norwich) 
Mental Deficiency Group of hospitals and Child Psychiatry 
Service. The Group (900 Beds) which is modern and progressive 
and the centre for much outpatient work including child- 
guidance clinics, is recognised as a training centre for the D.P.M. 
by the Conjoint Board and the R.M.P.A. This is a new appoint- 
ment to meet the requirements of new Aas at the main hospital 
and a branch hospital which is about to be opened. House 
available. Salary scale £1500-£1950. 

Detailed applications (8 copies), including age, and names of 
3 referees, to Secretary of Board, 117, Chesterton-road, Cam- 
bridge, by 21st June, 1954. Candidates invited to visit Hospital 
by direct arrangement with Medical Superintendent. 


EAST GRINSTEAD. QUEEN VICTORIA HOSPITAL. 
(250 Beds.) TUNBRIDGE WELIS GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Locum PATHOLOGIST (Senior Hospital Medical 
Officer) required for 13 weeks commencing Ist July, 1954, for 
6 notional half-days weekly. 

Apply, giving names of 2 referees, to Group Secretary, Sher- 
wood Park, Pembury-road, Tunbridge Wells. 
MANCHESTER REGIONAL HOSPITAL BOA 

(a) Whole-time CONSULTANT PSYCHIATRIST. "AND 
DEPUTY MEDICAL SUPERINTENDENT at Prestwich 
Hospital, near Manchester (2800 Beds), where all modern 
forms of treatment are carried out. Wide experience in psychiatry 
essential. House available in grounds at moderate rental. 
Further inquiries may be made of Medical Superintendent. 

(8) Whole-time NON-RESIDENT ASSISTANT PATHOLO- 
GIST (Senior Hospital Medical Officer) to the North Manchester 
Group Laboratory at Crumpsall Hospital, Manchester. Successful 
candidate will work under general guidance of a Consultant 
and facilities for gaining experience in all branches of pathology 
are available. 

Application forms from the Senior Administrative Medical 
Officer to the Board, Cheetwood-road, Manchester, 8, to be 
returned by 22nd and 24th June, 1954, respectively. 


MEDWAY AND GRAVESEND HOSPITAL MANAGE- 
MENT COMMITTEE. 

Locum ANASSTHETIST required for 4 months to 
September. 7 sessions per week. Salary according to grading. 

Locum RADIOLOGIST required 21st June-l4th August. 
7 sessions per week. Salary according to grading. 

Apply in each case with full details to Group Secretary, 20, 

Star-hill, Rochester, Kent. 
LEEDS REGIONAL HOSPITAL BOARD. Part-time 
CONSULTANT (9 sessions per week) in Pathology for duties 
at hospitals in the Bradford Area. The person appointed to 
the post will be Head of the Department of Pathology in Bradford 
and, as such, will be required organise the Pathological 
Services for the Bradford Hospitals. 

Applications (12 copies), stating age, qualifications and 
details of appointments held showing dates, with the names and 
addresses of 3 referees, to the Secretary, Park-parade, Harrogate, 
not later than 10th July, 1954. 


end 


HOSPITAL BOARD. Applications 
medical practitioners for the appointment of 
ASSISTANT’ 3 SENIOR MEDICAL OFFICER on the staff of 
the Senior Administrative Medical Officer at the Board’s 
eg Harrogate, at a salary of £1500-£75 (4)-£100 (1)- 
900 p.a. for duties in connection with the organisation and 
hand of the Hospital and Specialist Services of the Region. 
vious experience of medical administration in the Hospital 
and/or Health Service would be considered an advantage. The 
= is subject to the National Health Service (Superannuation ) 
egulations, 1950/2, and may be terminated by 3 months 
notice on either side. 

Applications, with full details of qualifications and experience, 
together with the names of 3 referees, to the Secretary to the 
Board, Park-parade, Harrogate, by 30th June, 1954. 

LEEDS. THE UNITED LEEDS HOSPITALS. The 
Board of Governors invites applications for the whole-time post 
of CONSULTANT RADIOTHERAPIST. Candidates must have 
a Diploma in Radiotherapy and have had considerable experience 
in this specialty. A higher general or radiotherapeutic quali- 
fication will be an advantage. The successful candidate will be 
required to assist with the work of the National Radiotherapy 
Centre at Leeds, including outside clinics, and will also be 
expected to help at other centres in the region when required. 

Applications, giving age, nationality, qualifications, and fu)! 
details of experience with relevant dates, together with the 
names of 3 referees, should reach the undersigned by Ist July, 
1 J. TUNSTALL, Secretary to the Board. 

The General Infirmary, Leeds, 1. 

OXFORD REGIONAL HOSPITAL'BOARD. Applications 
are invited for the post of CONSULTANT RADIOLOGIST 
to the Hospitals of Swindon and District Hospital Management 
Committee, as a member of the area team. The appointment 
will be for maximum part-time. The successful candidate wil! 
be required to live in the Cirencester area. Applicants are 
invited to visit the hospitals*by arrangement with the Secretary, 
Swindon Hospital Management Committee and the Secretary. 
Cirencester Hospital Management Committee. 

Applications (12 copies), stating age, experience and names 
and addresses of 3 referees, to the Secretary, Oxford Regiona! 
Hospital Board, 43, Banbury-road, Oxford, from whom ful! 
details can be obtained, should reach him by 9th July 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appoint- 
ments :— 

Whole-time CONSULTANT RADIOTHERAPIST at Glasgow 
Royal Infirmary and with duties elsewhere in the Region as 


may be 

CONSULTANT OPHTHALMOLOGIST to Greenock and 
Dunoon Hospitals. The appointment is part-time remunerated 
on the basis of 4 notional half-days per week. 

2 CONSULTANTS with duties respectively as : (a) Assistant 
Area Obstetrician and Gynecologist, Ayrshire, and (b) Assistant 
Area Obstetrician and Gynecologist, Dumfriesshire. The 
appointments are whole-time or part-time remunerated on the 
basis of 8 notional half-days per week. 

These appoinjments are subject to the Health 
Service (Scotland) superannuation regulations. 

Applications (16 copies), stating date of birth, qualific ations, 
experience, present appointment, and the names of 3 referees. 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, not later than 30 days after the 
publication of this advertisement. ines 
SHEFFIELD REGIONAL HOSPITAL BOARD. Maxi- 
mum Part-time CONSULTANT PA®DIATRICIAN required 
for the Derby Area. The appointee will have beds at the Derby 
City Hospital and the Derbyshire Children’s Hospital. 

Application form and further details from Senior Adminis- 
trative Medica] Officer, Sheffield Regiona! Hospital Board, Old 
— Sheffield. Forms to be returned by 18th June, 
1954. . 


National 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT ANAESTHETIST required for the Grimsby 
General Hospital and Louth County Infirmary. Candidates 
should possess the D.A. Salary scale £1500-£50—-£1950. 

Application form and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield. Completed forms to be returned by 
18th June, 1954. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Maximum 
Part-time CONSULTANT ANASSTHETIST for the Doncaster 
Group of hospitals. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
en road, Sheffield. Forms to be returned by 10th July, 
1954 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time ASSISTANT RADIOLOGIST for the City General Hospital. 
Sheffield (683 Beds), and the Barnsley Hospitals (Beckett 182 

eds, St. Helen 220 Beds). The City General Hospital has 
teaching affiliations with the University of Sheffield. There are 
Professorial Medical and Gynecological Units, a Department of 
Thoracic Surgery, and a Regional Cardiological Centre. Salary 
scale £1500-£50-£1950. 

Application forms and further details from Senior Adminis- 
trative Medical Officer, Sheffield Regional Hospital Board, Old 
— -road, Sheffield. Forms to be returned by 10th July, 
1954. 


SHEFFIELD THE UNITED SHEFFIELD HOSPITALS. 
Applications invited from registered medica] practitioners for the 
post of Part-time CONSULTANT PHYSICIAN to the Royal 
Hospital Unit for 7 n: tional half-days per week. 

Applications (16 copies), stating age, qualifications and 
experience, with the names of 3 referees, should be sent not later 
than 31st July, 1954, to the Chief Administrative Officer, The 
Hospitals, Royal Hospital, West-street, 
Candidates may visit the Hospital by arrangement. 
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SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for appointment as 
Part-time CONSULTANT in Physical Medicine to undertake 2 
notional half-days a week in the Bromley, Kent, Group of 
hospitals. Candidates should have had considerable experience 
in the specialty and possess a higher qualification, preferably an 
appropriate Diploma or Membership of a Royal College of 
Physicians. Applicants may visit the hospitals concerned. 

Apply, stating nationality, age, sex, qualifications and experi- 

ence, including details of present appointment and of war 
service, together with the names and addresses of 3 referees, to 
the Secretary, Advisory Appointments Committee, South East 
Metropclitan Regional Hospital Board, 11, Portland-place, W.1, 
not later than 26th June, 1954. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires for period 16th August—11th September, 
1954, Locum RADIOLOGIST (9 half-days per week) in the 
West Dorset Group. Duties at Dorset County Hospital, Dor- 
chester, and Weymouth and Portway Hospital, Weymouth. 
Remuneration 45 guineas per week (if holding National Health 
Service Consultant grading) or 314 guineas per week. 

Apply immediately to Dr. J. RevVANs. 

Highcroft, Romsey-road, Winchester. 

SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Part-time CONSULTANT E.N.T. SUR- 
GEON (2 half-days per week) at Queen Mary’s Hospital for 
Children, Carshalton, Surrey. 

Applications (5 copies), giving date of birth, qualifications, 

experience, names of 3 referees, to Secretary (8.1), South West 
Metropolitan Regional Hospital Board, 114, Portland-place, W.1, 
by 10th July, 1954. Applicants may visit Hospital by local 
arrangement. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT GERIATRIC 
PHYSICIAN (Senior Hospital Medical Officer grade) for the 
Kingston (Surrey) Group of hospitals. Appointment will be 
a joint one between the Board and the Surrey County Council. 
Candidates should have good general medical experience and 
genuine interest in the welfare and treatment of the elderly 
and infirm. The Officer appointed will be responsible within 
the Group for determining the type of accommodation or service 
of which particular patients are in need. 

Applications (5 copies), giving date of birth, qualifications, 

experience, names of 3 referees, to Secretary (8.1), South West 
Metropolitan Regional Hospital Board, 114, Portland-place, W.1, 
by 3rd July, 1954. Applicants may visit the Group by local 
arrangement. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires a Whole-time DIRECTOR of Pathology 
(Consultant) for the Salisbury Area Pathological Service. 
Candidates must have had a wide experience in all branches 
of pathology and in the administration of a Pathological Service. 
The main Laboratory is at the Salisbury General Infirmary. 

Applications (5 copies), giving date of birth, qualifications, 
experience and names of 3 referees, should be sent to the Area 
Secretary, South West Metropolitan Regional Hospital Board, 
Highcroft, Romsey-road, Winchester, by 26th June, 1954. 
Applicants may visit the Laboratory by local arrangement. 
DUBLIN. DR. STEEVENS’ HOSPITAL. The Board of 
Governors invite applications from medical practitioners for the 
position of Honorary VISITING GYNASCOLOGIST.  Appli- 
cants must be Fellows or Members of the Royal College of 
Obstetricians and Gynecologists. A higher degree in medicine 
or surgery will be considered an advantage. 

Applications to be sent to the undersigned before 5th October, 
1954. WILLIAM KENNEDY, Secretary. 
IRELAND. ST. JOHN OF GOD PRIVATE PSYCHIA- 
TRIC HOSPITAL, STILLORGAN, CO. DUBLIN, IRELAND. (Conducted 
by Brothers of St. John of God. Hospital contains 135 Beds.) 
Applications are invited for the position of RESIDENT 
MEDICAL DIRECTOR at above Hospital. Candidates should 
be of Consultant status and possess the highest qualifications. 

Application forms with particulars sent on request. Com- 
pleted forms to be returned not later than 31st August, 1954, 
to Brother Secretary, St. John of God Private Psychiatric 
Hospital, Stillorgan, co. Dublin, Ireland. 

NORTHERN ItRELAND HOSPITALS AUTHORITY 
invite applications for a post as CONSULTANT ORTHOPAEDIC 
SURGEON with headquarters in Londonderry. The appoint- 
ment will be on a part-time basis of 9 half-days of duty weekly. 

Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Victory Buildings, 44-46, Queen-street, 
Belfast, and will be received not later than 10th July, 1954. 
NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a post as CONSULTANT ANA&S- 
THETIST to hospitals managed by the South Belfast Hospital 
Management Committee. The appointment will be on a part- 
time basis of 9 half-days of duty weekly. The terms and con- 
ditions of the appointment will be in accordance with the 
Authority’s application of the Spens Report to Northern Ireland. 

Applications should be made on a form which may be obtained 
(with further particulars) from the Secretary, Northern Ireland 
Hospitals Authority, Victory Buildings, 44-46, ueen-street, 
Belfast, and will be received not later than 13th July, 1954. 


Hospital Services : Junior Appointments 


BETHNAL GREEN HOSPITAL, Cambridge Heath-road, 
E.2. (General—310 Beds.) Applications are invited for the 
post of SENIOR HOUSE OFFICER (pathology), resident 
or non-resident, for area laboratory at this Hospital. The 
successful candidate will be required, when necessary, to work 
in other hospitals in the Group under the supervision of the 
area Pathologist. 

Applications, stating age, nationality, experience and quali- 
fications, with copies of 3 recent testimonials, to the Hospital 
Secretary, by 26th June, 1954. 
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ALBERT DOCK ORTHOPAEDIC AND FRACTURE 
HOSPITAL, Alnwick-road, E.16. SEAMEN’S HOSPITALS GROUP. 
Required, June 19th, SENIOR HOUSE OFFICER for receiving 
room duties. Post, which is recognised by the Royal College of 
Surgeons, provides excellent experience in a wide variety of 
traumatic conditions received from the adjacent dockland and 
from shipping in the Port of London. ‘ 

Applications, stating age, nationality, qualifications and 
experience, with 2 recent testimonials, should be sent immediately 
to the Group Secretary, Dreadnought Hospital, Greenwich, 
8.E.10. 
BATTERSEA GENERAL HOSPITAL, Battersea Park, 
S.W.11. CASUALTY OFFICER HOUSE SURGEON (resident 
or non-resident), House Officer grade. 

Apply Hospital Secretary, enclosing copies of 2 recent 
testimonials. i 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in General Surgical 
and Urological Department. Appointment for 6 months from 
5th August, 1954. Pre-registration candidates will be considered. 

Applications, with copies of 2 testimonials, to Medical Director 

by 19th June, 1954. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in Pediatric Depart- 
ment. Post recognised for D.C.H. Appointment for 6 months 
from Ist August, 1954. : 

Applications, with copies of 2 testimonials, to Medical Director 

by 19th June, 1954. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICER required in General Medical 
Department, including hematology and endocrinology. Appoint- 
ment for 6 months from Ist August, 1954. Pre-registration 
candidates will be considered. 

Applications, with copies of 2 testimonials, to Medical Director 
by 19th June, 1954. 

CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
RESIDENT HOUSE OFFICERS (2) required in Gastro- 
enterological Department. Appointment for 6 months from 
ist August, 1954. Pre-registration candidates will be considered. 

Applications, with copies of 2 testimonials, to Medical Director 
by 19th June, 1954. = 
GERMAN HOSPITAL, London, E.8. (General—157 
gg Pre-registration HOUSE SURGEON. Post vacant 
Ist July. 

Applications, with copy testimonials, to Group Secretary, 
Hackney Hospital Management Committee, London, E.8, by 
23rd June, quoting GH Hs. 

GERMAN HOSPITAL, London, E.8. (General—157 
arg Pre-registration HOUSE PHYSICIAN. Post vacant 
3rd July. 

Applications, with copy testimonials, to Group Secretary, 

Hackney Hospital Management Committee, London, E.8, by 
23rd June, quoting GH/HP. 
QUY’S HOSPITAL, S.E.1. Applications are invited 
for the appointment of REGISTRAR to the Department of 
Diagnostic Radiology ‘whole-time, middle grade). Duties to 
commence on Ist October, 1954. 

Forms of application, obtainable from the Superintendent, 
Guy’s Hospital, should be forwarded not later than 16th June, 
1954. 


HACKNEY HOSPITAL, London, €E.9. (General—844 
Beds.) Applications from registered medical practitioners for 
the posts of HOUSE OFFICERS (casualty) (1 with additional 
duties in the Skin Department and 1 with additional duties 
in the E.N.T. Department), should be sent as soon as possible 
to the Group Secretary at the above address. 
HAMMERSMITH HOSPITAL AND INSTITUTE OF 
OBSTETRICS AND GYNACOLOGY, Ducane-road, London, W.12. 
HOUSE SURGEON (obstetrics) required Ist August. Recog- 
nised for D.Obst.R.C.0.G. and M.R.C.0O.G. 

Applications, stating age, qualifications, experience, copies 
of 2 recent testimonials, to Secretary, Board of Governors, by 
19th June. 


HOSPITALS FOR DISEASES OF THE CHEST. London 
CHEST HOSPITAL. 2 vacancies occur Ist August, 1954, for 
RESIDENT HOUSE PHYSICIAN. Appointments for 6 months, 
4 in London, 2 at the Country Branch, near Letchworth, and posts 
are graded as House Officer. Duties include work in the Out- 
patient Department and Refill Clinic as well as in wards. 
Applications, stating age, qualifications with dates, and 
previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 19th June. 
THomMas Brown, House Governor. 
London Chest Hospital, E.2. 


HOSPITALS FOR DISEASES OF THE CHEST. London 
CHEST HOSPITAL. A vacancy occurs on Ist August, 1954, for 
RESIDENT HOUSE SURGEON. The appointment is for 6 
months at the Hospital’s Country Branch, near Hitchin and 
Letchworth, Herts. The post is graded as Senior House Officer 
and provides excellent opportunities for experience in thoracic 
surgery. 

Applications from registered medical practitioners, stating 
age, qualifications with dates and previous appointments held, 
with copies of 3 testimonials, should be sent by 27th June, 
1954, to THOMAS Brown, House Governor. 

London Chest Hospital, E.2. 


HOSPITALS FOR DISEASES OF THE CHEST. London 
CHEST HOSPITAL. Applications are invited for the post of 
JUNIOR HOSPITAL MEDICAL OFFICER to the Tubercu- 
losis Dispensary Clinic at the Hospital. Experience in diagnosis 
and treatment of tuberculosis essential. 

Applications, stating age, qualifications with dates, and 
apn y appointments held, with copies of 3 testimonials, should 

sent to the undersigned by 26th June, 1954. 

THOMAS BROWN, House Governor. 
London Chest Hospital, E.2. 
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HOSPITAL FOR TROPICAL eee 4, St. Pancras- 
way, N.W.1. (UNIVERSITY COLLEGE HOSPITAL.) Applications 
are invited for post of RESIDENT MEDIC AL OFFICER 
(Registrar grade), vacant Ist August, 1954. Salary £850-£965 
p.@.. less £125 p.a. resident. 

Applications with names of 2 referees to Administrator at 

Secretary, University College “Hospital, Gower-street, W.C.1 
by 26th June, 1954. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 60, 
Grove End-road, London, N.W.8. Applications are invited from 
registered medical practitioners (Male) for the Peg of 
HOUS 1 SURGEON, to become vacant on Monday, 12th July, 
1954. Appointment will be for a period of 6 months. Salary 
is at the rate of £350 p.a. 

Applications should reach the Secretary on or before Saturday, 
19th June, 1954, together with copies of 3 recent testimonials. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 60, 
Grove End-road, London, N.W.8. Applications are invited 
from registered medical practitioners (Male) for the appointment 
of HOUSE PHYSICIAN, to become vacant on a. 12th 
July, 1954. Appointment will be for a period of 6 nab. 
cary is at the rate of £350 p.a 

Applications should reach the Secretary on or before Saturday, 
19th June, 1954, together with copies of 3 recent testimonials. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 60, 
Grove End-road, London, N.W.8. Applications are invited 
from registered medical practitioners (Male) for the appointment 
of HOUSE SURGEON to the Midwifery and Gynecology 
Departments and to be responsible for the Casualty ———-, 
to become vacant on Monday, 12th July, 1954. Appointment 
will be for a period of 6 months. Salary is at the rate BF 2350 p.a. 

Applications should reach the Secretary on or before Saturday, 
19th June, 1954, together with copies of 3 recent testimonials. 
LONDON HOSPITAL, Whitechapel, E.1, AND THE 
NORTH EAST METROPOLITAN REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for the post of SENIOR REGISTRAR to the 
Bernhard Baron Institute of Pathology. The appointment will 
be for 1 year, renewable for a maximum of 4 which includes 1 
year to be spent at the North Middlesex Hospital. 

Applications (12 copies), giving the names and addresses of 3 
referees, should be received by the House Governor by 8th July, 
1954. H. BRIERLEY, tome Governor. 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of SENIOR HOUSE OFFIC ER to 
Medical Outpatient Department, becoming vacant on Ist 
september, 1954. 

Applications (6 copies), giving full particulars, together with 6 
copies of 3 a a, to reach the House Governor 
by 12th July, 1954. . BRIERLEY, House Governor. 
are invited for the post of SENIOR HOU SE OF FICER to the 
Receiving Room, becoming vacant on 9th September, 1954. 
The appointment will be for 6 months only, and in view of the 
nature of the duties, preference will be given to applicants who 
have held a previous appointment at the Hospital. 

Applications (6 copies), giving full particulars, together with 
6 copies of 3 recent testimonials, should reach the House Governor 
by 12th July, 1954. H. BRIERLEY, House Governor. 
METROPOLITAN EAR, NOSE, AND THROAT HOS- 
PITAL at ST. MARY ABBOTS HOSPITAL, Marloes-road, Kensington, 

W.8. FULHAM AND KENSINGTON HOSPITAL MANAGEMENT COM- 
MITTEE. HOUSE SURGEON required. E.N.T. experience 
desirable. Post vacant 18th July, 1954. Hospital recognised 
for D.L.O. Resident appointment for 6 months in first instance. 

Applications to be submitted by 21st June, 1954, on forms 
— from the Hospital Secretary (L.3), St. Mary Abbots 

ospita 


MILE END HOSPITAL, Bancroft-road, E.1. (475 Beds.) 
HOUSE SURGEON (pre-registration or first, second or third) 
required for duty on llth July, 1954. 

Application forms obtainable from Physician- Superintendent. 
MILE END HOSPITAL, Bancroft-road, E.1. House Officer 
‘second or third), Obstetrics. Post recognised in obstetrics for 
M.R.C.O.G. Required for 6 months commencing Ist August, 1954. 

Application forms obtainable from Physician-Superintendent. 


NATIONAL HOSPITALS FOR NERVOUS DISEASES. 
Applications are invited from registered medical practitioners 
for the appointment of HOU = SURGEON at The National 
Hospital, Queen-square, W.C.1 This post carries the grade 
of Registrar. 

Applications, giving the names of 3 referees, to be sent to the 
undersigned not later than 26th June, 1954. 

EWART MITCHELL, Secretary. 
The National Hospital, Queen-square, W.C.1. 


NATIONAL TEMPERANCE HOSPITAL, Hampstead- 
road, N.W.1. (158 Beds.) Applications are invited for the 
undermentioned posts :— 
HOUSE PHYSICIAN (general duties), pre-registration post, 
commencing 7th August. 
2 HOUSE SURGEONS (general duties), pre-registration posts, 
commencing 18th and 19th July. 
Applications, stating age, qualifications, experience, together 
with names and addresses of 2 referees, to be forwarded to 
Hospital Secretary by 28th June, 1954. 


NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
2 OBSTETRIC AND GYNACOLOGICAL HOUSE SUR- 
GEONS (resident), required for Ist August. (a) Registered medi- 
cal practitioner, (b) Pre-registration (second post). Both posts 
recognised by the R.C.O.G. for Diploma, and as a combined 
post for Membership. Candidates must have held house appoint- 
ments in either medicine or surgery. Large Obstetric and 
Gynecological Department. 

Applications, stating age, qualifications, experience, nation- 
ality, with copies of recent testimonials, to Secretary of Hospital, 
by 21st June, 1954. 


NORTH MIDDLESEX HOSPITAL, Edmonton, N.18. 
HOUSE SURGEON (general surgery), resident, required for 
Ist August, 1954. Recognised for pre-registration candidates 
but registered medical practitioners may apply. Hospital 
recognised for training in general surgery for F.R.C.S. 6 months 
appointment. 

Applications, stating age, nationality, qualifications, experi- 

ence, with copies of recent testimonials, to Secretary of Hospital, 
by 2ist June, 1954. 
POPLAR HOSPITAL, East India Dock-road, €E.14. 
SENIOR HOUSE OFFICER required at above Hospital. 
Duties are mainly in connection with the receiving room and 
Casualty Departments. Preference will be given to a candidate 
who is perenne for a higher qualification. Post vacant on 
Ist July, 1954 

Applications to the Group Secretary, itd Group Hospita 

Management Committee, 24, Bow -road, 
SOUTH LONDON HOSPITAL, Sinsham Common, 
S.W.4. Applications are invited from registered Women medical 
practitioners for the appointment of RESIDENT MEDICAL 
OFFICER, vacant July. Senior House Officer grade. Appoint- 
ment for 1 year. Duties include care of children’s ward. 

Application forms from the Secretary. 

SOUTH LONDON HOSPITAL, Clapham Common, 
S.W.4. Applications, are invited from pre-registration and 
registered Female medical practitioners for the appointment of 
GYNACOLOGICAL HOUSE SURGEON, vacant in August, 
for 6 months. Recognised for M.R.C.O.G. 

Application forms from the Secretary. 

ST. ANN’S GENERAL HOSPITAL, N.15. (756 Beds.) 
Applications are invited from registered medical practitioners 
for the appointment of RESIDENT HOUSE PHYSICIAN 
(Seniar House Officer) for duty in the Chest Department with 
other general duties, for a period of 6 months. Post vacant 
Ist July, 1954. 

Application form from the Secretary, The Tottenham Group 
Hospital Management Committee, The Green, N.15 
ST. BARTHOLOMEW’S HOSPITAL, E.C.1. Applications 
are invited for the post of RESIDENT SENIOR HOUSE 
OFFICER in the Department of Anesthesia, to commence on 
Ist September, 1954. for 1 year. 

Applications, with copies of 2 recent testimonials, should be 
submitted to the undersigned by Wednesday, 23rd June. 

Cc. CARUS-WILSON, Clerk to the Governors. 
ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 
(593 Beds.) Applications are invited for the undermentioned 
posts commencing Ist July, 1954. 

HOUSE PHYSICIAN (general duties), pre-registration post. 

2 HOUSE SURGEONS (general duties), pre-registration posts. 

HOUSE PHYSICIAN (pediatrics). 

Applications, stating age, qualifications, experience, together 
with names and addresses of 2 referees, to be forwarded to 
Hospital Secretary by 22nd June, 1954. 

ST. JAMES’ HOSPITAL, Sarsfeld-road, Balham, 8.W.12. 
Locum REGISTRAR required in E.N.T. Department. Post 
tenable for 2 months approximately. 

Applications, stating age. qualifications, experience, and 

names of 2 referees, to Group Secretary, Wandsworth Hospital 
Group, 14, Atkins-road, Balham, 8.W.12, by 19th June. 
ST. JOHN’S HOSPITAL FOR DISEASES OF THE 
SKIN, Lisle-street, Leicester-square, London, W.C. Applica- 
tions are invited for the appointment of Whole- oll REGIS- 
TRAR, vacant Ist August. Possession of a higher qualification 
is desirable. 

Applications, stating age, qualifications and experience, with 
names of 3 referees, to the Secretary, by 28th June. 

ST. STEPHEN’S HOSPITAL, Chelsea, S.W.10. Padiatric 
HOUSE PHYSICIAN (resident), immediate vacancy. Not 
recognised for D.C. 

Applicatiops, naming 2 referees, to Medical Superintendent. 
ST. MARY'S HOSPITAL, W.2. Applications are invited 
for the post of Part-time REGISTRAR to the Psychiatric 
Department (6 notional half-days). Previous experience in 
psychiatry is necessary ; preference will be given to candidates 
holding the D.P.M. The appointment will be for a first period 
of 12 months, and the successful candidate will be required 
to commence duties as soon as possible ; remuneration to be at 
Registrar rates. 

Applications, stating nationality, date of birth, permanent 

address, qualifications with dates and details of previous and 
present appointments, together with the names and addresses 
of 3 referees, should reach ALAN PowbitcH, House Governor, 
not later than 30th June, 1954. 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of Part-time OUTPATIENT SURGICAL ASSIS- 
TANT (4 notional half-days per week, Wednesday A.M. and 
p.M., Friday P.M., and Saturday A.M.). The appointment. will 
be for a first period of 12 months, with effect from Ist August, 
1954 ; graded Senior House Officer. 

‘Applications, stating nationality, date of birth, permanent 
address, qualifications with dates and details of previous and 
present appointments, together with the names and addresses 
of 3 referees, should reach ALAN POWDITCH, House Governor, 
not later than Ist July, 1954. 


ST. MARY’S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners for the post of non-resident 
whole-time REGISTRAR in General Medicine. The successful 
applicant will be required to undertake work in the Casualty and 
Outpatient Departments as well as having certain inpatient 
duties. The appointment will be for a first period of 12 months, 
as from 28th July, 1954. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates ‘and details of present and 
previous appointments, together with the names and addresses 
of 3 referees, should reach ALAN PowpDiTcH, House Governor, 
not later than 23rd June, 1954. 
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ST. MARY’S HOSPITAL, W.2. Applications are invited 
from suitably qualified practitioners, for the post of CASUALTY 
SURGEON (non-resident). Candidates must have held an 
appointment as House Surgeon at this Hospital or at another 
general a approved by the Board of Governors. The 
appointment is for a first period of 6 months, with effect from 
Ist September 1954; remuneration at Senior House Officer 


rate. 

Applications, stating nationality, date of birth, permanent 
ad , qualifications with dates and details of present and 
previous appointments, together with the names and addresses 
of 3 referees, should reach PowpitTcH, House Governor, 
not later than 24th June, 1954 
ST. MARY’S HOSPITAL, w.2. Applications are invited 
from suitably qualified registered practitioners for the post of 
RESIDENT ANASSTHETIST. The appointment is for a first 

riod of 6 months, and the successful candidate will be required 

take up his duties on 10th August, 1954 ; remuneration to 
be at House Officer rates. 

Applications, stating nationality, date of birth, permanent 

address, qualifications with dates and experience, together with 
the names and addresses of 3 referees, should reach ALAN 
PowpitrcH, House Governor, not later than Ist July, 1954. 
ST. NICHOLAS HOSPITAL, Tewson-road, Plumstead, 
S.E 18. HOUSE SURGEON (gynecology and obstetrics), 
vacant 5th July. Recognised for M.R.C.O.G. and D.Obst. 
R.C.0.G. 6 months appointment in first instance. Salary £525 
p.a@., less £125 p.a. for residence. 
to Group Secretary, Memorial Hospital, Woolwich, 
WESTMINSTER HOSPITAL, 8t. John’s-gardens, 
SENIOR ASSISTANT required Ist August or later for Skin 
and Venereal Disease Department. Appointment graded as 
Senior Registrar half-time in dermatology and as Registrar 
half- aes in venereology. Preference will be given to candidates 
holding M.R.C.P. 

Applications (7 copies), with names of 2 referees, to House 
Governor by 26th June. a 
WHITTINGTON HOSPITAL, Highgate Hill, N.19. Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
ne vacant Ist August, 1954. Post recognised for 

Applications, stating age, qualifications, &c., with copies of 

2 recent testimonials and the name of 1 referee, to the Medical 
Superintendent, Whittington Hospital, Highgate Hill, N.19 
by 21st June, 1954. 
WILLESDEN GENERAL HOSPITAL, Harlesden-road, 
N.W.10. RESIDENT HOUSE PHYSICIAN required for 6 
months from 17th July, 1954, plus 2 weeks locum from 4th July. 
Pre-registration candidates éligible. 

Applications to Hospital Secretary by 16th June, 1954. 
ABERDEEN GENERAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for the appointment of 
REGISTRAR in Anesthetics at the Aberdeen Royal Infirmary 
and Woodend General Hospital. Conditions of service in 
accordance with the terms issued by the Department of Health 
for Scotland. 

Applications, with the names of 2 referees, should be lodged 
immediately with the Secretary, Aberdeen General Hospitals, 
62, Queen’s-road, Aberdeen. 

ABERYSTWYTH. GENERAL HOSPITAL. (Hospital 
recognised for F.R.C.S. examination.) MID-WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited from 
newly qualified medical practitioners seeking pre-registration 
yosts under the Medical Act, 1950, for the resident post of 

OUSE SURGEON at the ‘above Hospital. Busy General 
a. Salary on national scale, less deduction for board and 
odging. 

Applications, with 2 testimonials, to the Group Secretary, 
Mid-Wales Hospital Management Committee, General Hospital, 
Aberystwyth, immediately. 

ASHFORD HOSPITAL, Ashford, Kent. Applications are 
invited for the appointment of SENIOR HOUSE SURGEON 
at. the above Hospital. Applicants should have held at least 
3 hospital posts. The oe will be tenable for a year. 
Salary £745 a year, less a deduction of £150 a year for residential 
emoluments. 

Applications, stating age, qualifications, and the names and 
addresses of 2 referees, should be made to the Group Secretary, 
Ash-Eton,’”’ Radnor Park West, Folkestone. 

AYLESBURY. ROYAL BUCKINGHAMSHIRE AND 
ASSOCIATED HOSPITALS MANAGEMENT COMMITTEE. 
Stoke Mandeville Hospital, Aylesbury 

JUNIOR HOSPITAL MEDICAL OFFIC eR for National 
Spinal Injuries Centre. Neurological or surgical experience 
desirable. Vacant Ist a. 

Applications, with copies of 2 recent testimonials, to the 
Administrative Officer. 

Tindal General Hospital, Aylesbur 

HOUSE PHYSICIAN (Chest Unit), Male or Female. Pre- 
registration —. but registered practitioners invited to apply. 
Vacant 5th July, 1954. Duties include care of about 25 chest 
cases (including T.B. chalets), and 4 clinics weekly, including 
refills, forming @ progressive chest unit for the Aylesbury area. 
Instruction in bronchoscopy and bronchography given. An 
acute Geriatric Unit (27 Beds), and a medical Outpatient Clinic 
provide general medical experience. No casualty department. 

Please apply, with 2 testimonials, to the Administrative 

Officer as soon as possible. 
BIRMINGHAM. ST. CHAD’S HOSPITAL, Hagley-road, 
BIRMINGHAM, 16. ANAOSTHETIST (resident), Senior House 
Officer, required. Post tenable from 7th July, 1954, in the 
first instance for duties at the above Hospital with other duties 
the Group. Recognised for the purposes 

Detailed pon with recent testimonials, to eee. 
Management Committee, Dudley Road Hospital, Birmingham, 1 
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BIRMINGHAM. ST. CHAD’S HOSPITAL, 
BIRMINGHAM, 16. HOUSE SURGEON required fro: July, 
1954. Post recognised for Pre-registration Service. 

Detailed applications, with recent testimonials, to Secre 
Management Committee, Dudley Road Hospital, Birmingham, 1 
BIRMINGHAM. ST. CHAD’S HOSPITAL, Hagiey-road, 
BIRMINGHAM, 16. OBSTETRIC AND GYNASCOLOGICAL 
HOUSE SURGEON required from 7th July, 1954. Post 
moons for Pre-registration Service, and for Diploma of 

e R.C 

Detailed applications, with recent testimonials, to Secre 
Management Committee, Dudley Road Hospital, Birmingham, 1 
ACCIDENT HOSPITAL AND REHABILI- 

BIRMINGHAM, 15. (215 Beds.) RESIDENT 
HOUSE SURGEONS (Male or Female). These posts are recog- 
nised by the Royal i a of Surgeons for the casualty surgery 
training, now a ry for the Fellowship examinations. 
Appointments will for a period of 6 months in the General 
Accident Service and may (at the applicants request) include 
a period in the 32-bedded Burns Unit. Poste are vacant 
immediately, including 1 for Pre-registration Service. 

Applications to Administrator. 

BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. 
OBSTETRIC AND GYNECOLOGY DEPARTMENT 
= IOR HOUSE OFFICER (resident). Recognised for 
M.R.C.0O.G. Vacant 20th August, 1954 
HOUSE SURGEON (resident). Recognised ie pre-registra- 
tion and M.R.C.0.G. Vacant Ist August, 1954. 

The Department, under the direction of a Senior Consultant 
Obstetrician, consists of ——— 125 maternity beds, 
with 100 neonatal cots and 60 gynecological beds. 

Detailed applications, accompanied by copies of 3 recent 
testimonials and stating appointment applied for, to the 
Secretary. 
BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. House 
PHYSICIAN (resident) required in Pediatric Department, 
vacant 21st July, 1954. Post recognised for pre-registration and 
D.C.H. Department under direction of 2 Consultant Peediatri- 
cians consists of 88 psediatric beds or cots and 100 neonatal cots. 
Facilities given for postgraduate instruction and attendance 
at clinics. Undergraduates of the University of Birmingham 
attend the department for clinical instruction. 

Detailed ak ations, accompanied by copies of 3 recent 
testimonials the Secretary. 


BIRMINGHAM REGIONAL HOSPITAL BOARD. 
mittee, Oak Tree-lane, Birmingham, 

SURGIC! ML REGIS TRAR for Birmingham Accident Hospital 
(209 Beds). Duties in Burns Unit. Experience general surgery 
essential. Experience plastic surgery and possession of higher 
surgical qualification an advantage. 

2. Herefordshire Hospital Management Committee, 
Victoria House, Eign-street, Hereford 

Whole-time REGISTRAR in General Surgery. Duties mainly 
at General (154 Beds—71 surgical beds including fracture and 
orthopedic) and County (310 Beds—40 surgical) Hospitals, 
Hereford. | Post recognised for F.R.C.S. Resident. 

3. Mid-Worcestershire Hospital Management Com- 
mittee, Birmingham-road, Bromsgrove 

Whole-time REGISTRAR in Obstetrics and Gynecology. 
Duties in Mid-Worcestershire Group at All Saints’ Hospital, 
Bromsgrove (423 Beds) (7 notional half-days weekly), and 
Dudley and Stourbridge Group (4 notional half-days weekly). 

4. West Bromwich and District General Hospital 
Group, Edward-street, West Bromwich 

Whole-time REGISTRAR in General Surgery. Duties in 
Casualty Department. Opportunity to deputise for Resident 
Surgical Officer in general surgery work. ost recognised for 
F.R.C.S. Experience specialty required. Resident. Married 
quarters available. 

5. Wolverhampton Group Hospital Management 
Committee, The Royal Hospital, Wolverhampton 

(a) RESIDENT SURGICAL REGISTRAR for New 
Hospital (636 Beds) with some duties at The Royal Hospital 
(310 F.R.C.S. Appointment vacant now. 

(6) REGISTRAR in Diagnostic ! for The Royal 
—— vacant now. At least Part 1 of Diploma of Medical 

iology essential. Duties also at other Group hospitals. 

CASUALTY OFFICER (Registrar) Hospital, 
Wolverhampton. Hospital recognised for F.R Resident. 

6. Shrewsbury Group Hospital Management Com- 
mittee, Royal Salop Infirmary, Shrewsbury 

REGISTRAR in Radiology (radiodiagnosis). | 
Group and Robert Jones and Agnes Hunt Orthopedic Hospita 
Oswestry. Resident-or non-resident. 

Application forms from Group Secretaries, to be returned 
before 28th June, 1954. Candidates may visit hospitals. 
BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL. RESIDENT SURGICAL OFFICER (Senior House 
Officer grade). Good experience in general surgery and 5 other 
resident Medical staff. 

Applications to Medical Superintendent. 


BIRMINGHAM. MATERNITY HOS- 
PITAL, Lordswood-road, HARBORNE, BIRMINGHAM, 17. RESI- 
DENT OBSTETRIC HOUSE OFFICER, commencing mid- 
August, 1954. 33 Beds dealing with normal and abnormal 
midwifery. Recognised for D.Obst.R.C.0.G. Second period 
training school for pupil midwives. 

Applications to the Obstetrician, not later than Ist July, 1954. 


BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Lad}Pwood-road, BIRMING- 
HAM, 16. SENIOR HOUSE OFFICER (casualty) required to 
commence duty on Ist September, 1954. Previous surgical 
experience essential. 

‘orms of application may be obtained from the House 
Governor, and should be returned not later than 26th June, 
1954. G. A. PHALP, Secretary to the Board of Governors. 
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BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL. ASSISTANT RESIDENT 
MEDICAL OFFICER required in the grade of Senior House 
Officer, vacant 15th August, 1954. The Officer will be required 
to take charge of the Infants Block (66 Cots). Previous hospital 
experience of diseases of infancy is desirable, and preference 
will be given to candidates holding the M.R.C ip. 

Forms of a plication may be obtained from the House 
Governor, The Children’s Hospital, Ladywood-road, Birmingham, 
16, and should be returned not later than 30th June, 1954. 

. A. PHALP, Secretary to the Board of Governors. 
wIRWINGHAta. THE UNITED BIRMINGHAM HOS- 
PITAIS. Applications are invited for the post of SENIOR 
HOUSE OFFICER in Peediatrics (non-resident) vacant on Ist 
July, 1954, for duties at the Birmingham Maternity Hospital, 
Loveday-street, and the Maternity Department of the ueen 
Elizabeth Hospital. Previous experience, resident, in a Children’s 
Hospital is essential, and candidates should hold the D.C.H. 

Applications, stating age, nationality, qualifications, and 
previous appointments, should be forwarded to the House 
Governor, Birmingham and Midland Hospitals for Women, 
Showell Green-lane, Birmingham, 11, not later than 19th June, 
1954. | 'G. A. PHALP, Secretary. 
BEDFORD GENERAL HOSPITAL. (437 Beds.) Resident 
HOUSE SURGEON (pre-registration) required immediately. 
The appointment offers exceptional opportunity for general 
experience in a busy acute Surgical Unit. 

Applications, stating age, nationality, qualifications, previous 

appointments, together with copies of 2 testimonials, should be 
forwarded to Group Secretary, Bedford Group Hospital Manage- 
ment Committee, 3, Kimbolton-road, Bedford. 
BOLTON. THE ROYAL INFIRMARY. (237 Beds.) 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT SENIOR HOUSE OFFICER in aa 
—- Tenable for 12 months and recognised for F.R.C.S. 

Applications, stating age, nationality, qualifications, ee. 
ence ex the names of 2 referees, should be sent immediately 
to H. P. Travis, Group Secretary. 

_The Royal Infirmary, Bolton. 
BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. ROYAL VICTORIA HOSPITAL, Poole- 
road, WESTBOURNE, are invited 
for the appointment of HOUSE ON for E.N.T. and 
ophthalmic duties, vacant 18th J hy bts In addition to daties 
the above Hospital, the successful candidate will be required 
‘. assist in the E.N.T. outpatient clinics at the Royal Victoria 
Hospital, Shelley-road, Boscombe, and the Poole General 
Hospital. The appointment is recognised for the D.O. and 
D.L.O. Diplomas but not for pre-registration purposes 

Applications to the Deputy Hospital Secretary, Royal ‘Victoria 
Hospital, Shelley-road, Boscombe, Bournemouth. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(490 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
HOUSE PHYSICIAN, vacant 4th July. The appointment is 
recognised for pre- registration purposes. 

Applications to the Deputy Hospital Secretary at the Hospital. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL. 
(490 Beds.) BOURNEMOUTH AND EAST DORSET HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the under- 
mentioned posts which are recognised both for the F.R.C.S. 
examination and for pre-registration purposes. 

GENERAL HOUSE SURGEON, vacant 14th July. 

HOUSE SURGEON (general and thoracic), vacant 16th July. 

Applications to the Deputy Hospital Secretary at the Hospital. 
BRENTWOOD, ESSEX. WARLEY HOSPITAL. Senior 
HOUSE OFFICER required. The Hospital is situated within 
easy reach of London by main line electric service and bus. 
There are over 2000 Beds and a wide experience of all types of 
mental disorders (including the neuroses) can be obtained. All 
modern treatments are carried out, including psychosurgery. 
Visiting Consultants in other specialties attend regularly. 
Teaching by senior staff and facilities for attending postgraduate 
courses are provided ; also experience of outpatient clinics. 
Regular clinical meetings are held. The successful applicant 
will work under the direction of a Consultant Psychiatrist. 
Library, private bedroom and individual sitting-room are 
provided. Indoor and outdoor recreational facilities. The post 
may be non-resident. Salary at the rate of £745 p.a., less a 
reasonable cht rge for residential emoluments. 

Applications, stating age, experience and qualifications, should 
be sent to the Physician-Superintendent, with the names of 2 
referees. 

BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. 
Bury General Hospital 
SENIOR HOUSE OFFICER (anesthetics), resident or non- 
resident. Recognised for D.A 

Applications, stating experience, "ccna &e., with 

names of 2 referees, should he made t 
H. WILKINSON, "ee. Group Secretary. 
Bury General Hospital, Bury, Lancs. 


= AND ROSSENDALE HOSPITAL MANAGEMENT 
TTEE. ROSSENDALE GENERAL HOSPITAL. SENIOR HOUSE 

OFFICER (obstetrics), resident or non-resident. 25 obstetric 
and 8 gynzecological beds. 

Applications, stating experience, qualifications, &c., with 
names of 2 referees, should be made to— 

H. WILKINSON, Esq., Group Secretary. 

Bury Genera! Hospital, Bury, Lancs. 
BRADFORD CHILDREN’S HOSPITAL. House Officer 
(Female), vacant Ist July. Recognised for D.C.H. Salary 
£425-£525 p.a., less £125 p.a. residential emoluments. 

Applications, sta age, nationality, qualifications and 
= with copy testimonials, to Secretary, Bradford Royal 

rmary. 


BRADFORD. ST. LUKE’S HOSPITAL. 

HOUSE SURGEON (general and plastic), vacant now. 
for registration purposes. 

OUSE OFFICER (anesthetics), vacant now. Recognised 
for D.A. and F.F.A.R.C.S. Opportunities for plastic and intra- 
thoracic experience. 

Salary for either above posts £425-£525 p.a., less £125 p.a. 
residential emoluments. 

Applications, stating age, nationality, qualifications, and 
experience, with copy testimonials, to Secretary, Bradford 
Royal Infirmary. 

BARNSTAPLE. NORTH DEVON INFIRMARY. (Central 
Group Hospital of 110 Beds.) HOUSE SURGEON (pre- 
tration) required for duty mid-July. 

Applications to Group Secretary, 19, Alexandra-road, 

Barnstaple. 
BRIGHTON GENERAL HOSPITAL. House Surgeon 
to the General Surgical Unit (60 Beds), recognised for F.R.C.S. 
The post will be vacant about 23rd July, 1954. The post is 
recognised as a pre-registration appointment. 

Applications, stating age, qualifications, experience and 

ving the names of 2 referees, should be sent to the Physician- 
Superintendent, Brighton General Hospital, Elm-grove, 
Brighton, 7. t 
BRIGHTON. ROYAL ALEXANDRA HOSPITAL FOR 
SICK CHILDREN, Dyke-road. (130 Beds.) HOUSE SURGEON 
for 6 months from 20th July, 1954. Duties include a certain 
amount of medical work ; the post is recognised for D.C.H. 
and is open to pre-registration candidates. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of recent testimonials, to the 
Administrative Officer on or before 22nd June, 1954. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) JUNIOR HOSPITAL MEDICAL OFFICER 
required  taalemmaataal as Senior Casualty Officer. Salary £700- 
£ £50-£100 


poe ll stating previous posts held, together with names 

of 2 referees, to the Administrative Officer. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(300 Beds.) CASUALTY HOUSE SURGEON (1 of 3) required. 
Duties include work in Orthopedic and Traumatic Unit. Pre- 
registration and recognised for F.R.C.S. Vacant now. 

Applications, stating age, qualifications and experience, with 
the names and addresses of 2 referees, to be sent to the Adminis- 
trative Officer. 

BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. (513 staffed beds, 
apes Applications are invited for the post of SENIOR 

USE OFFICER in the regional Neurosurgery Department, 
vacant Ist August, 1954. This post offers useful surgical experi- 
ence and the opportunity of gaining a working knowledge of 
neurological diagnosis. 

ations to the Secretary, Hospital, quoting 
N.S.F.” Names of 2 referees required 
BRISTOL. COSSHAM FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. Applications are invited for the appoint- 
ment of RESIDENT ANASSTHETIST at Frenchay Hospital 
(513 staffed bedsr# The position offers experience in thoracic, 
plastic, neuro and general surgery. Vacant Ist August, 1954. 
The appointment will be made according to qualifications and 
experience in either the Senior House Officer or House Officer 

de. 

Applications, with particulars of age, qualifications and 
previous posts and names of 2 referees, should be sent to the 
Group Secretary, Frenchay Hospital, by 19th June, 1954. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) GYNAZSCOLOQGICAL HOUSE SURGEON 

required at Highland Court Annexe, a Unit of 25 gynecological 
beds situated 3 miles from the above Hospital, — ali ancillary 
services available. Recognised for M.R.C.0.G 6 months 
appointment, Post now vacant. National Wealth, Service salary 
and conditions. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF. ROYAL HAMADRYAD GENERAL AND 
SEAMEN’S HOSPITAL. CARDIFF HOSPITAL MANAGEMENT COM- 
MITTRE. RESIDENT SENIOR HOUSE OFFICER (surgical) 
required. Post covers 44 surgical beds under the care of 
Consultants from Cardiff Teaching Hospitals. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
ST. DAVID’S HOSPITAL. (656 Beds.) 

ARDIFF HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFIC ER (non- -resident) required in Casualty Department to 
commence immediately 

Application form from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. iS 
CARDIFF. ST. DAVID’S HOSPITAL. (656 Beds.) 
MATERNITY UNIT (118 Beds). CARDIFF HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT SENIOR HOUSE OFFICER in 
Obstetrics required. Regular undergraduate teaching takes 
place and post recognised for M.R.C.O.G. and D. pom R.C.0.G, 
Appointment for 1 year commencing Ist August, 19 

Form of application from Group Secretary, Garditt “Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF. ST. DAVID’S HOSPITAL. (656 Beds.) 
CARDIFF HOSPITAL MANAGEMENT COMMITTEE. SENIOR HOUSE 
OFFICER (resident or non-resident) required immediately for 
Geriatric Unit (200 Beds). 

Form of application from Group Secretary, Cardiff Hospital 
M nt Committee, 44, Cathedral-road, Cardiff. 
CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Oph- 
THALMOLOGICAL REGISTRAR, vacant 14th August, for 1 
year in the first instance, reviewable annually. 

Apply, with full particulars and names of 3 referees, to 
Secretary by 2list June. 
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CHEPSTOW, MONMOUTHSHIRE. ST. LAWRENCE 
HOSPITAL. (150 Beds.) PLASTIC SURGERY, JAW INJURIES AND 
BURNS CENTRE. SENIOR HOUSE OFFICER (resident) in 
Plastic Surgery required. Previous experience in specialty not 
essential. The successful candidate will receive a thorough 
training in plastic surgery and burns. Hospital intakes from 
most of Wales and post provides extensive experience. Salary 
£745, less deduction for board-residence. 

Write, quoting 2 referees, to Group Secretary, 64, Cardiff-road, 
Newport, Mon. 

CHELTENHAM GENERAL AND EYE HOSPITAL. 
(170 Beds.) HOUSE SURGEON (pre-registration) required 
early July. 

Applications, stating age, experience, and names of 3 referees, 
to be sent to the Group Secretary, General Hospital, Cheltenham. 
CHELTENHAM GENERAL AND EYE HOSPITAL. 
(170 Beds.) RESIDENT SENIOR HOUSE OFFICER 
(casualty) required. 

Applications, giving details of qualifications and experience 
and names of 3 referees, to the Group Secretary, Sandford-road, 
Cheltenham. 
CHELTENHAM GENERAL, EYE AND CHILDREN’S 
HOSPITAL. (CHILDREN’S DEPARTMENT.) Applications are invited 
for the post of RESIDENT MEDICAL OFFICER (Senior House 
Officer grade), for the Children’s Department (54 Beds). The 
appointment which is recognised for candidates entering for 
the D.C.H. offers scope for wide experience in all Departments of 
Peediatrics, surgical cases and attendance at Outpatient Depart- 
ments at the General Hospital. Previous hospital experience in 
peediatrics is desirable. 

Applications, together with copies of 3 testimonials, should be 
addressed to 8. T. Davis, Group Secretary. 

General Hospital, Cheltenham. 

CHESTERFIELD HOSPITAL MANAGEMENT COM- 
MITTEE. Whole-time NON-RESIDENT JUNIOR HOSPITAL 
MEDICAL OFFICER required for Whittington Hall, Chester- 
field (372 female mentally deficient patients) and Scarsdale 
Hospital, Chesterfield. Salary scale now £775-£50-£1075 p.a. 

Apply, M. H. Boone, Secretary, at Chesterfield Royal Hospital. 
CHESTERFIELD ROYAL HOSPITAL. Chesterfield 
HOSPITAL MANAGEMENT COMMITTEE. RESIDENT CASUALTY 
OFFICER (pre-registration grade, or Senior House Officer if 

erson appointed has sufficient experience), required at above 
frospital immediately. National salary and conditions. The 
Casualty Department includes 2 Junior and i Senior Casualty 
Officers, and the post is recognised for F.R.C.S. training. Duties 
are primarily in the Casualty Department, but by mutual 
arrangement 1 Casualty Officer performs duties in the Accident 
and Orthopedic Department, so that opportunities occur for 
all 3 officers to gain experience in that specialty. 

Apply in detail, with copies of recent testimonials, to— 

M. H. Secretary. 
CHESTER-LE-STREET. GENERAL HOSPITAL. (207 
Beds.) SENIOR HOUSE OFFICER (general medicine). Post 
vacant Ist August, 1954. 

Applications, with names of 2 referees, to Group Secretary, 
Dryburn Hospital, Durham. 

CHESTER-LE-STREET. GENERAL HOSPITAL. (207 
Beds.) HOUSE OFFICER (general medicine). Post vacant 
Ist August, 1954. Recognised for pre-registration purposes. 

Applications, with names of 2 referees, to Group Secretary, 

Dryburn Hospital, Durham. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for the following posts :— 
Black Notley Hospital, Braintree, Essex (544 Beds) 
SENIOR HOUSE OFFICER to Pulmonary Tuberculosis 
Unit (187 Beds). Post tenable for 1 year. 
Lm SENIOR HOUSE OFFICER in Pulmonary Tubercu- 
Osis. 

Applications, with copies of 3 testimonials, should be sent 
to the Group Secretary, 14, Pope’s-lane, Colchester, Essex. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for the following posts :— 

Essex County Hospital, Colchester (189 Beds) 

SENIOR HOUSE OFFICER (anesthetics). Post tenable for 
1 year. Recognised for D.A. The successful candidate will 
be called upon to give aneesthetics in other hospitals in the Group. 

HOUSE OFFICER (surgical). First, second, third, or pre- 
registration post ; tenable for 6 months. 

Applications, with copies of 3 testimonials, should be for- 
warded to the Group Secretary, 14, Pope’s-lane, Colchester. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications invited for the following posts :— 

Clacton and District Hospital, Clacton-on-Sea (58 Beds) 

SENIOR ER (Resident Surgical Officer). 
Post tenable for 

SENIOR House “OFFICER (Resident Casualty Officer), 
required temporarily during summer months to mid-September. 

Applications, with copies of 3 testimonials, should be forwarded 
to the Group Secretary, 14, Pope’s-lane, Colchester, Essex. 
COSHAM, PORTSMOUTH. QUEEN ALEXANDRA 
HOSPITAL. SENIOR HOUSE OFFICER (medical) required for 
work in the War Pensioners’ Unit at the above Hospital. Whitley 
Council salary with appropriate deductions if resident. 

Application forms will be sent on request by Hospital Manage- 
ment Branch Ministry of Health, Norcross, Blackpool, Lancs. 
CROYDON. GENERAL HOSPITAL. (200 Beds.) Croydon 
GROUP HOSPITAL MANAGEMENT COMMITTEE. SOUTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. SURGICAL 
REGISTRAR required at above Hospital, vacant now. (Post 
resident or non-resident.) Candidates should be experienced in 
surgery and possession of higher surgical qualification an 
advantage. 

Application forms obtainable from GEORGE A. PAINEs, Group 
Secretary, Hospital Management Committee, General Hospital, 
London-road, Croydon, to be returned by 25th June. 


44 


CUCKFIELD HOSPITAL, Cuckfield, Sussex. Mid 
SUSSEX HOSPITAL MANAGEMENT COMMITTEE. RESIDENT 
JUNIOR HOUSE PHYSICIAN, now vacant. 6 months 
appointment. Salary £350-£450, less £100 for residence. 
Applications and copies of 3 testimonials to the Group 
Secretary at the above address. 
DARLINGTON MEMORIAL HOSPITAL. (210 Beds.) 
DARLINGTON DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of HOUSE SURGEON 
(resident) which post is recognised for the F.R.C.S. (Eng.). 
Salary in accordance with national scale. 
Apply, giving age and references, to the undersigned forthwith. 
i. W. BecKwWITH, Group Secretary. 
DERBY. CITY HOSPITAL. House Surgeon (pre- 
registration) or SENIOR HOUSE OFFICER, vacant June. 
Applications, stating full details, together with copies of 
2 recent testimonials, should be sent to the Medical Superin- 
tendent. 
DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. (86 
Beds.) HOUSE SURGEON (pre-registration) or SENIOR 
HOUSE OFFICER, vacant June. Recognised for D.C.H. 
Applications, with 2 names for reference, should be sent to the 
Secretary, No. 1 Hospital Management Committee, Babington- 
lane, Derby. 
DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. (86 
Beds.) HOUSE PHYSICIAN (pre-registration) or SENIOR 
rag OFFICER, vacant end of June. Post recognised for 


Applications, with 2 names for reference, should be sent to the 
Secretary, No. 1 Hospital Management Committee, Babington- 
lane, Derby. 

DERBY. DERBYSHIRE ROYAL INFIRMARY. House 
PHYSICIAN (pre-registration), vacant Ist August, 1954. 

Applications, with copies of 2 testimonials, should be sent 

to Secretary. 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(314 Beds.) RESIDENT SURGICAL OFFICER (Senior 
House Officer grade), vacant now. The Surgical U oe oe 
66 Beds, and the Hospital is recognised for the F.R. 

Applications, giving full details to the Naministrativ e Officer 

at the Hospital, quoting reference ** L.’ 
DEWSBURY. STAINCLIFFE GENERAL HOSPITAL. 
(314 Beds.) HOUSE OFFICER (general surgery), first, second, 
or third post, vacant now and tenable for 6 months. Recognised 
pre-registration appointment. The Hospital has a Surgical Unit 
of 66 Beds and is recognised for the F.R.C.S. Casualty duty 
is shared with 3 other House Officers. 

Applications, with full particulars, to the , Administrative 

Officer at the Hospital, quoting reference “ L.’ 
DONCASTER ROYAL INFIRMARY. (330 Beds.) Don- 
CASTER HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of HOUSE PHYSICIAN. The post is 
approved for Pre-registration Service. National salary scale 
from which a deduction at the rate of £125 p.a. wil! be made for 
board, residence, &c. 

Applications, stating age, qualifications with dates and 
nationality, and accompanied by copies of 3 recent testimonials, 
should be forwarded to the Secretary to the Committee at the 
Doncaster Royal Infirmary. 
DONCASTER ROYAL INFIRMARY. (330 Beds. Recog- 
nised under the regulations for the Fellowship examination of 
the Royal College of Surgeons.) DONCASTER HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
HOUSE SURGEON to take up duties on or about 25th July, 
1954. The post is approved for Pre-registration Service. Netional 
salary scale from which a deduction at the rate of £125 p.a. 
will be made for board, residence, &c. 

Applications, stating age, qualifications with dates, and 
nationality and accompanied by copies of 3 recent testimonials, 
should be forwarded to the Secretary to the Committee at the 
Doncaster Royal Infirmary. 

DONCASTER ROYAL INFIRMARY. (330 Beds.) Shef- 
FIELD REGIONAL HOSPITAL BOARD. Whole-time REGISTRAR 
(orthopedics) required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 21st June, giving age, nationality, 
qualifications, present and previous appointments with dates, 
naming 3 referees. 
DURHAM. DRYBURN HOSPITAL. (309 Beds.) House 
OFFICER (general medicine). Post vacant Ist August, 1954. 
Recognised for pre-registration purposes. 

Applications, with names of 2 referees, to Group Secretary, 
Dryburn Hospital, Durham. 

URHAM. DRYBURN HOSPITAL. (309 Beds.) House 
OFFICER (general surgery). Post vacant ist August, 1954. 
Recognised under F.R.C.S. regulations and for pre-registration 
purposes. 

Applications, with names of 2 referees, to Group Secretary, 
Dryburn Hospital, Durham. 

DURHAM. DRYBURN HOSPITAL. (309 Beds.) House 
OFFICER (pediatrics). Post vacant Ist August, 1954. Recog- 
nised for pre-registration purposes. 

Apomoesee, with names of 2 referees, to Group Secretary, 
Dryburn Hospital, Durham. 
DURHAM. DRYBURN HOSPITAL. Durham Hospital 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 
(gynecology) required. Post vacant Ist July, 1954. 

Applications, with names of 2 referees, to Group Secretary, 
Dryburn Hospital, Durham. 


DURHAM. COUNTY HOSPITAL. ‘Senior House Officer 
(orthopedic and casualty) required immediately. Hospital is 
main Accident and Orthopedic Hospital for the area. 

Applications, with full particulars and names of 2 referees, to 
Group Secretary, Durham Hospital Management Committee, 
Dryburn Hospital, Durham. 
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DURHAM. COUNTY HOSPITAL. House Officer (ortho- 
peedic and casualty) required immediately. The Hospital is 
main accident and orthopeedic hospital for the area and the post 
is recognised for pre-registration purposes. 

Applications, with full particulars and names of 2 referees, 
to Group Secretary, Durham Hospital Management Committee, 
Dryburn Hospital, Durham. 

DURHAM. COUNTY HOSPITAL. (120 Beds.) Senior 
HOUSE OFFICER (anesthetics). Post vac 
This post is recognised for the D.A. and F.F.A.R.C.S. 

Applications, with names of 2 referees, to 7 neti Secretary, 

Dryburn Hospital, Durham. 
DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL. 
HOUSE SURGEON required. House Officer grade post, 
becomes vacant mid-July, 1954. Hospital, approved for Pre- 
registration Service, has busy general surgical practice, including 
gynecology and operative obstetrics. Duties include casualty 
rota duty, assistance in outpatient and fracture clinics, and in 
the operating theatres, and the care of surgical inpatients. 4 
residents on staff. Salary scale £350-£400-£450 according to 
experience. 

Applications, giving full particulars, with copies of 2 recent 
testimonials, to the Secretary, Noble’s Hospital, Douglas, Isle 
of Man. 

EAST CUMBERLAND HOSPITAL MANAGEMENT 
COMMITTEE. Appointment of House Officers. Applications are 
invited for the following appointments :— 

Cumberland Infirmary, Carlisle (340 Beds) 

1 HOUSE OFFICER (‘ Specials ’—E.N.T. and Eyes). 

1 SENIOR HOUSE OFFICER (orthopedics). 

Applications, with names of 2 referees, should be forwarded 
immediately to the Secretary, East Cumberland Hospital 
Management Committee, Cumberland Infirmary, Carlisle. 
EDINBURGH CENTRAL HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited from registered medical 
practitioners and _ pre-registration graduates, for resident 
appointments for 6 months commencing Ist October, 1954. 
National Health Service scales. 

Roya! Hospital for Sick Children 

HOUSE SURGEON 

3 HOUSE PHYSICIANS 

2 HOUSE SURGEONS. 

Princess Margaret Rose Hospital 

HOUSE SURGEONS. 

Chalmers Hospital 

HOUSE SURGEON. 

HOUSE PHYSICIAN. 

Chalmers Hospital (Gynecological and Children’s 

Surgical Annexe) 

HOUSE SURGEON. 

Applications, stating age, qualifications and experience, and 
names of 2 referees, to be sent imme aw to Medical Superin- 
tendent, 18, Rillbank -terrace, Edinburgh, 9 
EDINBURGH NORTHERN GROUP OF HOSPITALS. 
JUNIOR HOSPITAL MEDICAL OFFICER in Anesthetics 
for Leith Hospital. Salary and conditions in accordance with 
the terms of service issued by the Department of Health for 
Scotland. 

Applications, with names and addresses of 3 referees, to 
Medical Superintendent, Western General Hospital, Edinburgh,4. 


ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (non-resident post) for casualty duties 
required immediately. Recognised by Royal College of Surgeons 
for the Final Fellowship examination. 12 months appointment. 
Hours: 9 A.M.—5.30 P.M. oae-vaan ; 9 AM—1 P.M. 
Saturday. 

Applications, with the names and addresses of 2 referees, to 
the Saat of the Management Committee at Chase Farm 
Hospital. 
FARNBOROUGH | HOSPITAL, Farnborough, n, Kent. (800 
Beds.) ORTHOPAEDIC SENIOR HOUSE OFFICER required 
immediately for 6 months. Deduction for residence £150. 

Apply, stating age, qualifications with dates, experience, and 
naming 3 referees, to the Administrative Officer. 


FARNBOROUGH HOSPITAL, Farnborough, “Kent. 
SENIOR HOUSE OFFICER in E.N.T. Department required 
immediately for 1 year. Deduction for residence £150. Recog- 
nised for D.L.0. 

Apply, stating age, qualifications with dates, previous gall 
ence and naming 3 referees, to the Administrative Officer 


GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(232 Beds.) SENIOR HOUSE OFFICER for Neurology and 
Ophthalmology required. Post is vacant on 17th July and 
resident accommodation is available. It is recognised both for 
F.R.C.S. and D.O. 

Apply as soon as possible, with copies of 3 testimonials, to 
Hospital Secretary. 


GUILDFORD. ROYAL SURREY COUNTY HOSPITAL. 
(232 Beds.) RESIDENT SENIOR HOUSE OFFICER required 
Ist July, for E.N.T. Department. Post recognised for F.R.C.S. 
D.L.O. examinations. 
Applications, with copies of 3 testimonials, should be sent to 
the Hospital Secretary as soon as possible. 


GLASGOW. ROYAL HOSPITAL FOR SICK CHILDREN. 
Applications are invited for the following Junior House Officer 
hey at the above Hospital, for the term August, 1954—February, 
1955. 

2 JUNIOR HOUSE OFFICERS (medical pediatrics). 

4 JUNIOR HOU (surgical peediatrics ). 
training 

1 NIOR HOU Se ‘OFF ICER (Outpatients’ Department). 
Non- -training post. 

Applications should be addressed to the Medical Superinten- 
dent, Royal Hospital for Sick Children, Yorkhill, Glasgow, C.3. 


GLASGOW, N. STOBHILL GENERAL HOSPITAL. 
PSYCHIATRIC UNIT. HOUSE OFFICERS (resident), Male or 
Female, required now. (180 Beds.) 1200 admissions yearly. 
Acute treatable cases. Unit recognised for D.P.M. 

Apply to Medical Superintendent. 

GRANTHAM AND KESTEVEN GENERAL HOSPITAL. 
(117 Beds.) SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
RESIDENT or NON-RESIDENT SURGICAL REGISTRAR 
required. Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 21st June, 1954, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
GRIMSBY GENERAL HOSPITAL. (226 Beds.) Grimsby 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER for Orthopedic, 
Fracture and Accident Service. Previous surgical and ortho- 
peedic experience would be an advantage. Post recognised 
for F.R.C.S. Excellent Medical Library facilities. 

Applications should be sent immediately to the Hospital 
Secretary, Grimsby General Hospital. a A 
HALIFAX AREA HOSPITALS MANAGEMENT COM- 
MITTER. JUNIOR HOSPITAL MEDICAL OFFICER in 
Anesthetics required for duty at Halifax General Hospital 
(425 Beds) and Royal Halifax Infirmary (301 Beds). Residence 
at Halifax General Hospital. 

Applications to Group Secretary, Royal Halifax Infirmary, 
Halifax. 

HALIFAX GENERAL HOSPITAL. (425 Beds.) House 
SURGEON required. Approved pre-registration appointment. 
Post vacant July. 

Applications to the Group Secretary, Royal Halifax Infirmary, 
Halifax. 

HALIFAX GENERAL HOSPITAL. House Physician 
required for Prediatric Unit of 35 Beds. Approved pre-registra- 
tion appointment and recognised for D.C.H. Post vacant July. 

Applications to the Group Secretary, Royal Halifax Infirmary, 
Halifax. 

HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
HOUSE SURGEON required. Approved pre-registration 
appointment. 
—- to Group Secretary, Royal Halifax Infirmary, 
alifax 
HALIFAX. ST. JOHN’S HOSPITAL. Applications are 
invited for the post of SENIOR HOUSE OFFICER at the 
above Hospital which has 382 Beds for geriatric cases and 
chronic sick patients. Good facilities for modern method of 
treating geriatric cases. Pathological Laboratory ; Physio- 
Occupational Therapy Departments situated at the 
ospita’ 

Applications to the Group Secretary, Royal Halifax Infirmary, 

Halifax. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds.) WEST WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the 
resident post of SENIOR HOUSE OFFICER for general 
surgical duties athe above Hospital. Salary in accordance with 
the approved scales—viz., £745 p.a., less £145 p.a. for residential 
emoluments. 

Applications, stating age, qualifications, experience and 

nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds.) (Recognised by the Royal 
College of Surgeons and for Pre-registration Service.) WEST 
WALES HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the post of RESIDENT HOUSE OFFICER (surgical). 
Salery £425, £475 and £525 p.a., according to experience (plus 
special grant of £50 p.a.), less £125 p.a. for residential emolu- 
ments. 

Applications, stating age, qualifications, experience and 

nationality, with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management (Committee, 
Glangwili, Carmarthen. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds. Recognised for Pre-registration 
Service.) WEST WALES HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of RESIDENT HOUSE 
OFFICER (medical). Salary £425, £475, and £525 p.a., according 
to experience (plus special grant of £50 p.a.), less £125 p.a. for 
residential emoluments. 

Applications, stating age, qualifications, experience and 
nationality with names and addresses of 3 referees, to Group 
Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. 

HERTS HOSPITAL. (167 Beds. 5 residents.) RESIDENT 
CASUALTY OFFICER (Junior Hospital Medical Officer) 
required. Post now vacant. 

Applications, giving full details and 2 names for reference, 

should be sent to the Hospital Secretary. 
HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) CASUALTY OFFICER 
(Male or Female), third post held, with attachment to Predia- 
trician and Ophthalmic Consultant. Salary £450 p.a., less £100 
p.a. residential emoluments. Recognised under F.R.C.S. regula- 
tions. Appointment to commence 21st June, 1954. 

Apply, with full details and references, to Secretary, Hertford 

County Hospital Hertford, Herts. 
HOVE GENERAL HOSPITAL, Sussex. House Surgeon 
AND CASUALTY OFFICER (recognised for F.R.C.S.) required 
as soon as possible. Salary £525, less £125 p.a. for residential 
emoluments. 

Applications, stating age, qualifications, experience and 
naming 2 referees, to the Administrative Officer. 
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HOVE, SUSSEX. THE LADY CHICHESTER HOSPITAL, 
New Church-road. (70 Beds.) HOSPITAL MANAGEMENT COM- 
MITTEE FOR ST. FRANCIS AND THE LADY CHICHESTER HOSPITALS. 
Applications are invited for the post of JUNIOR HOSPITAL 
MEDICAL OFFICER at the above Hospital, a Neurosis Centre 
for men, women and children with Outpatients Department. 
The post is resident and accommodation is only available for a 
single person. Salary at the rate of £775 p.a. rising by annual 
increments to £1075 p.a., from which a charge of £150 p.a. 
will be made for board-residence. Conditions of service in 
accordance with national recommendations. 

Applications, stating nationality, age, sex, qualifications and 
experience, together with the names of 3 referees, to the Secre- 
tary, Hospital Management Committee, St. Francis Hospital, 
Haywards Heath, Sussex 
HASTINGS. ROYAL “EAST SUSSEX HOSPITAL. (150 
Beds.) SENIOR HOUSE OFFICER (casualty and orthopedic). 
Post vacant lst August. National scale of salary. 

Apply to Hospital Administrator. 
HASTINGS. ST. HELEN’S HOSPITAL. (497 Beds.) 
HOUSE PHYSICIAN (resident) for Peediatrics and General 
Medicine. National scale of salary. Post vacant now. 

Apply to Hospital Administrator. _ 
HASTINGS. ST. HELEN’S HOSPITAL. (497 Beds.) 
HOUSE PHYSICIAN (resident), Male or Female.  Pre- 
registration post, vacant 15th July. National scale of salary. 

Apply to Hospital Administrator. 

HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required, to commence duty immediately. The 
post is recognised as a pre-registration appointment. Salary 
in accordance with national scale. 

Applications, together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary Huddersfield. 

INVERNESS HOSPITALS BOARD OF MANAGEMENT. 
ROYAL NORTHERN INFIRMARY. HOUSE SURGEON (gynecology ) 
required from 17th June, 1954. Post recognised for pre- 
registration. 

Applications with references to Medical Superintendent. " 
IPSWICH. BOROUGH GENERAL HOSPITAL, Heath- 
road. (275 Beds.) Applications are invited for the post of 
HOUSE PHYSICIAN §(pre- post) to eneral 
Physician. Vacant on 12th July, 1 

Applications, giving details of qualification, age, nationality, 
&e., — with copies of 3 recent testimonials, to the Hospital 
Secre ary. 

IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
360 Beds.) Applications are invited for the post of SENIOR 

OUSE OFFICER (resident Anesthetist). The post, which 
is normally of 1 years duration, is recognised for the D.A. and 
the F.F.A.R.C.S. examinations. 

Applications, stating age, nationality, together with recent 
testimonials, to Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of SENIOR 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment. The post is graded Senior House Officer and is recognised 
for the F.R.C.S. examinations. The Department has 2 Con- 
sultants, about 60 Beds and a large outpatients attendance 
and offers a wide experience. 

Applications, stating age, nationality, experience and copies 
of 3 recent testimonials, to the Hospital Secretary. 


IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment. Approved pre-registration post. 

Applications, with copies of recent testimonials, to the 

Hospital Secretary. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. South 
WEST MIDDLESEX HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER required for Tuberculosis Unit of 90 Beds in a large 
general hospital (first, second or third post). 

Applications, stating age, nationality, qualifications and 

experience, with copies of up to 3 recent testimonials, to Group 
Secretary, West Middlesex Hospital, Isleworth, Middlesex, by 
22nd June, 1954. 
KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. SOUTH WEST METROPOLITAN REGION. Applications are 
invited for the appointment of REGISTRAR in Clinical 
Pathology (Registrar grade) at the Kingston Group Laboratory, 
Kingston Hospital. The post is non-resident. 

Forms of application may be obtained from the Group 

Secretary, Kingston Group Hospital Management Committee, 
35, Coombe-road, Kingston-on-Thames (a foolscap stamped 
addressed envelope to be enclosed), and the completed forms 
returned to the Group Secretary within 14 days of the appearance 
of this advertisement. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for posts as REGISTRARS for the 
period Ist October, 1954-30th September, 1955. Annual 
reappointment until completion of the normal period of training 
will be considered without the need for further application. 
The following posts are to be filled :— 

General Medicine (7 = 

Geueral Surgery (5 ts). 

Obstetrics and Gy ianeeheny (1 post). 

Pediatrics (3 posts). 

Ophthalmology (2 posts). 

Otorhinolaryngology (1 post). 

Radiology (2 posts). 

Anesthetics (4 posts). 

Apply by 26th June, 1954, on forms obtainahbie from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 
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LIVERPOOL. THE UNITED LIVERPOOL 
Applications are invited for a temporary resident post 
REGISTRAR in Sidlltaclensamhear for the period to 30th 
September, 1954. 

Apply as soon as possible on forms obtainable from the 
Secretary, The United Liverpool Hospitals. 80, Rodney-street, 
Liverpool, 1. 

LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a temporary post of SENIOR 
HOUSE OFFICER in Ophthalmology at the St. Paul’s Eye 
—_ ital for the age to 30th September, 1954. The successful 

idate will be eligible to apply for reappointment for a 
ferther period from Ist October, 1954. 

Apply as soon as possible on forms obtainable from the 
Secretary, ing United Liverpool Hospitals, 80, Rodney-street, 
“AINTREE HOSPITAL (late Fazakerley 
Sanatorium). LIVERPOOL AND DISTRICT FAZAKERLEY GROUP OF 
HOSPITALS MANAGEMENT COMMITTEE. RESIDENT SENIOR 
HOUSE OFFICER in Anesthesia. Applications are invited 
from registered medical practitioners. The Hospital is for the 
treatment of pulmonary and non-pulmonary tuberculosis, and 
is a main centre for thoracic surgery and has an orthopedic 
Department. Salary will be in accordance with terms and 
conditions of service for hospital medical staff. 

Applications, endorsed Resident Senior House Officer, to be 
submitted immediately to the Physician Superintendent, Aintree 
Hospital, Fazakerley, Liverpool, 9 
LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP. 
Applications invited for pe ost of CASUALTY OFFICER (Senior 
House Officer), Male or Female, resident or non-resident. Post 
vacant and suitable for one reading for higher qualification, 
affording contact with all Specialist Units in Hospital. 

Applications, with names and addresses of 3 referees, to 

Hospital Secretary. 
LEICESTER ISOLATION HOSPITAL AND CHEST 
UNIT, Groby-road, LEICESTER. (328 Beds.) Applications are 
invited for the appointments of 2 RESIDENT SENIOR HOUSE 
OFFICERS (surgical). Salary £670 p.a., less £150 p.a. resi- 
dential emoluments. The appointments are tenable for 6 months 
and may be extended for a further period of 6 months. Experi- 
ence will be gained in all branches of thoracic surgery, including 
cardiac surgery. 

Applications, giving age, qu ualifications, dates, &c., and copies 
of 2 recent testimonials, to be forwarded as soon as possible to 
the Physician- Superintendent, at the above Hospita 
LUTON AND DUNST LE HOSPITAL, i Bed- 
FORDSHIRE. SENIOR MOUSE OFFICER (resident) in Medicine 
with some duties in pathology. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, to be 
sent to the Secretary by 15th June. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. Applications are invited for the post of GYNA®CO- 
LOGICAL HOUSE SURGEON, vacant Ist July, 1954. Recog- 
nised as pre-registration post and includes some obstetrical 
duties. The appointment will be for 6 months in the first 
instance. 

Applications, stating age, nationality, qualifications and 

experience, together with copies of 3 recent testimonials, to be 
sent to the Secretary by 28th June. 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. Applications are invited for the post of HOUSE 
SURGEON, vacant Ist July, 1954. Recognised as pre-registra- 
tion post and for F.R.C.S. The appointment will be for 6 months 
in the first instance. 

Applic ations, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Secretary by 28th June. 

CUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 

HIRE. Applications are invited for the appointment "of HOUSE 
SURGEON for Accident Service, =oeee duties in the Hand 
Infection Unit, vacant 4th July, 1954. Recognised as pre- 
registration post and for F.R.C.S. The appointment will be for 
6 months in the first instance. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Secretary by 28th June. 


LEEDS, 2. PUBLIC DISPENSARY AND HOSPITAL. 
LEEDS A GROUP HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited from registered medical practitioners for the 
appointment of CASUALTY OFFICER (Senior House Officer) 
at the above Dispensary. The appointment will be for a period 
of 1 year. Salary in accordance with the agreed terms and 
conditions of service of hospital medical and dental staffs, with 
an appropriate deduction in respect of board, lodging, &c. 

Applications, stating age, qualifications, experience, &c., 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

FOLKARD, Secretary to the 

__ Administrative Offices, St. James’s Hospital, Leeds, ae 


LEEDS. THE UNITED LEEDS HOSPITALS. Anaws- 
THETIC REGISTRAR (whole-time) required. Mainly to con- 
duct an investigation into casualty and outpatient re Been emt 
under the direction of the University Reader in Aneesthesia. 
The successful applicant will also be required to undertake 
additional work in the Teaching Hospital. Previous research 
experience would be an advantage but is not essential. The 
appointment would be subject to National Health Service 
regulations. 

Applications, giving details of experience (with relevant dates), 
age, nationality, and the names of 3 referees, should be sent to 
the undersigned not later than 19th June, 1954. 

J. A. TUNSTALL, Secretary to the Board. 

The General Infirmary, Leeds, 1. 
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LEEDS. THE UNITED LEEDS HOSPITALS. Applica- 
tions are invited for the post of SENIOR REGISTRAR in 
General Medicine at this Teaching Hospital. The post, which is 
non-resident, will be for a period of 1 year with the likelihood 
of extension for a further period, and affords excellent oppor- 
tunities for higher training. 

stating age, qualifications and experience, 
together with the names of 2 referees, to be sent to the Sub-Dean, 
School] of Medicine, Leeds, 2, not later than 19th June, 1954. 
LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the following REGISTRAR posts :— 

neesthetics 

Hull A, Hull B, and East Riding Groups (non-resident). 
a for the F.F.A.R.C.S. Duties will include thoracic 
anesthesia. 


atology 
Duties mainly at the Bradford Royal Infirmary (40 dermato- 
logical beds) (resident). Large Outpatient Department—5000 
new cases annually. 
General Medicine 
St. James’s Hospital, Leeds (180 general medical beds). 
Duties those Medical Officer. 
Infectious 
(a) Leeds Road Hospital, Bradford (120 I.D. beds) (resident). 
(b) Castle Cottingham (208 I.D. beds) (resident). 
Orthopedic Sur 
(a) Wondianne Orthopedic Hospital, Rawdon (100 Beds), 
and Orthopeedic Outpatient Department, Bradford Royal 
Infirmary. Offers excellent training in all branches of accident 
-— orthopeedic surgery. May be non-resident. 
(b) 4 Bath Hospital, Harrogate, duties in connection 
with the Regional Rheumatism Scheme (resident). 
(c) Halifax Royal Infirmary (60 orthopedic beds) and at other 
Fm mae in the Halifax Group (preferably resident). 


(a) Y York County and City Hospitals (30 E.N.T. Beds) 
(resident or non-resident). 

(6) Hull Royal Infirmary and associated hospitals (50 E.N.T 
(non-resident). 


Psy 

ta) Hall Hospital, near Wakefield, and affiliated 
Colonies (aggregating 780 Beds) (non- 
residen 
(b) Storthes Hall near Huddersfield 
(2680 Beds) and associated clinics. Accommodation available 
for a person. 

Facilities for attendance at the Leeds University will be 
provided if the successful candidates are studying for the D.P.M. 

Applications, stating age, qualifications, and details of appoint- 
ments held showing dates, with names and addresses of 3 referees, 
to the Secretary, Joint Registrars Committee, Park-parade, 
Heronste. not later than Thursday, 17th June, 1954. 


DS,7. JEWISH HERZL MOSER HOSPITAL. Locum 
RESIDENT MEDICAL OFFICER (Junior Hospital Medical 
Officer) required at the above Hospital for a period of 6 weeks 
commencing 3rd July, 1954. Salary £16 per week with a deduc- 
tion for services provided. 

Apply to the Administrative Medical Officer, Leeds A Group 
Hospital Management Committee, St. James’s ‘Hospital, Leeds, 9 
‘MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. Department of 
the above Hospital. There are 55 E.N.T. beds and 6 specialist 
operating sessions each week. Valuable experience is available 
and the post is recognised for the purposes of the F.R.C.S. and 
the D.L.O. Salary will be £745 a year, less £150 a year for 
residential emoluments. 

Applications immediately to the Administrative Officer, Kent 
County Ophthalmic and Aural Hospital, Maidstone, Kent. 
MAIDSTONE. MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
RESIDENT ANASTHETIST for. joint duties at the Kent 
County Ophthalmic and Aural Hospital, and the West Kent 
General Hospital, Maidstone (total beds 254). The post, which 
is vacant now, is of Senior House Officer e, and carries 
a salary of £745 a year, with a deduction at present of £150 for 
residential emoluments. Excellent experience under Consultant 
Anesthetists is available, and the post is recognised for the 

-F.A.R.C.S. examination. 

Applications, stating age, nationality, qualifications and 

experience, together with the names of 2 suitable referees, 
should be forwarded to the Administrative Ome er, Kent County 
Ophthalmic and Aural Hospital, Maidstone. 
MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the pre-registration post of 
HOUSE SURGEON. 6 months appointment. Post vacant 
July, 1954. Salary at the rate of £425, £475 to £525 according to 
experience. A deduction at the rate of £125 a year is made in 
respect of board and lodging and other services provided. 

Applications should be forwarded as soon as possible to the 
Administrative Officer at the Hospital. 

MAIDSTONE. WEST KENT GENERAL HOSPITAL. 
(141 Beds.) MID-KENT HOSPITAL MANAGEMENT COMMITTEE 
git ote invited for the appointment of REC EIVING- 
ROOM OFFICER. Post now vacant. Salary £745 a year, with 
deduction As nan of £150 a year for residential emoluments. 

Applications to Administrative Officer at Hospital as soon 
as as possible. 


MARKET DRAYTON (near), SHROPSHIRE. CHE- 
SHIRE JOINT SANATORIUM. (305 Beds.) STOKE-ON-TRENT HOSPITAL 
MANAGEMENT COMMITTEE. RESIDENT MEDICAL OFFICER 
(Junior Hospital Medical Officer or Senior House Officer 
according to experience). The post offers exceptional experience 
in the treatment of pulmonary tuberculosis. 

Applications to the Medical Superintendent at the Sanatorium. 


MANCHESTER. DARBISHIRE HOUSE HEALTH 
CENTRE. A General Practitioner LOCUM is required for short 
or long ‘riods up to 4 months commencing 14th June. 
Accommodation in the Centre is available, if required. 20 
guineas weekly. Experience in this teaching Health Centre 
would be valuable for later practice. 

Further particulars from the Secretary, Darbishire House 

Health Centre, 295, Upper Brook-street, Manchester, 13 (Tele- 
phone No. Manchester Rusholme 6322). 
MANCHESTER ROYAL EYE HOSPITAL. United 
MANCHESTER HOSPITALS. Applications are invited for post of 
SENIOR HOUSE OFFICER. Salary £670 p.a., less £130 p.a. 
for residential emoluments. 

Application forms may be obtained from the undersigned. 

R. Nort, General Superintendent. 
MANCHESTER REGIONAL HOSPITAL BOARD. Appli- 
cations are invited for a post of REGISTRAR in the Obstetric 
and Gynecology Department in the Barrow and Furness Group 
of hospitals. Department includes 44 obstetric and 28 gyneecology 
beds, Outpatient Departments and extensive surgical experience. 
Recognised for D.Obst.R.C.O.G. 

Applications to Group Secretary, Barrow and Furness Hospital 
Management Committee, 52, Paradise-street, Barrow-in-Furness, 
not later than 19th June, 1954. 
MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) SENIOR REGISTRAR in Diagnostic Radiology ; joint 
post with United Manchester Hospitals. The person appointed 
will be required to undertake duties at Christie Hospital and 
Holt Radium Institute, Manchester, and at the United Man- 
ar Hospitals (Manchester Royal Infirmary, &c.). D.M.R.D. 
essen 

(b) SENIOR REGISTRAR in Radiotherapy, Christie Hos- 
pital and Holt Radium Institute, Manchester. D.M.R.T. 
essential and higher qualification desirable. 

Application forms from the Senior Ady inistrative Medical 

Officer to the Board, Cheetwood-road, iianchester, 8, to be 
returned by 28th June, 1954." 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL, UNIVERSITY DEPARTMENT 
OF OPHTHALMOLOGY. Applications are invited for the following 
posts at the above Hospital (attached to the University Depart- 
ment of Ophthalmology) :— 

2 SENIOR REGISTRARS, 

1 REGISTRAR. 

Whole-time posts (non-resident). Tenable for 12 months, 
subject to renewal. Previous experience in ophthalmology 
essential. The terms and conditions of service for hospital 
medical and dental staffs will apply. 

Applications to be made on forms obtainable from the 
undersigned. 

F. J. CABLE, Secretary to the Board of Governors. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited for 
the post of REGISTRAR (resident). Tenable for 12 months, 
subject to renewal. Previous experience in ophthalmology 
essential. The terms and conditions of service for hospital medi 
and dental staffs will apply. 

Application forms may be obtained from the undersigned. 

H. R. NortH, General Superintendent. 

MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are 
invited from registered medical practitioners (Male or Female), 
for the post of HOUSE PHYSICIAN in the Neonatal Unit 
of Saint Mary’s Hospitals (attached to the University Depart- 
ment of Child Health) for a period of 6 months vacant on 
Ist August, 1954. Previous hospital experience essential and 
pediatric experience desirable. . Duties include the care of 
newborn in the Maternity Department, the care of infants in 
the infants ward and work in the clinics under the charge of 
the Department of Child Health. Salary in accordance with 
national scale. 

Applicatiéns, stating qualifications and experience, together 
with the names of 3 referees, should be sent to the undersigned 
within 10 days of the oppeenne of this notice. 

R. WISE, General Superintendent. 

Saint Mary’s montane Whitworth Park, Manchester, 13. 


MANCHESTER. WEST MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. 
(General Hospital—433 Beds.) 

1 HOUSE OFFICER (general medicine), pre-registration. 
ir vacant 5th July. 

1 HOUSE OFFICER (general surgery), pre or post-registra- 
tion. Post recognised for F.R.C.S. examination. Post vacant 
18th July. 

Forms from Secretary. 


MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE Applications 
are invited for the vacant post of SENIOR HOUSE OFFICER 
(orthopeedic). 

Applications, stating age, qualifications, present post, experi- 
ence, and names of referees, to be forwarded to the undersigned 
immediately. . H. KEATES, Secretary to the Committee. 


MANCHESTER, Ea WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for the following pre-registration appointments under 
the Medical Act, 1950, each for a period of 6 months becoming 
vacant in July, 1954. 

4 HOUSE PHYSICI ame. 

4 HOUSE SURGEON 

1 HOUSE OFFICER 
The Hospital is participating in the teaching of students in the 
Surgical and Obstetrical Departments. National salary scale 
conditions. 

Applications, stating age, qualifications, appointment(s) held 
and the names of 2 referees, to be forwarded to the Adminis- 
trative Officer at the Hospital immediately. 
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MANSFIELD. HARLOW WOOD ORTHOPADIC HOS- 
PITAL. (328 Beds. Recognised for the F.R.C.S.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT SUR- 
GICAL OFFICER (Registrar grade) required. Appointment for 
1 year in first instance. 

Apply to Secretary, Sheffield ag Hospital Board, Old 

Fulwood-road, Sheffield, by Ist June, 1954, giving age, 
nationality, qualific ations, nM and previous appointments 
with dates, naming 3 referees. 
NEWCASTLE GENERAL HOSPITAL. (861 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
DEPARTMENT OF NEUROLOGICAL SURGERY. The post of SENIOR 
HOUSE OFFICER (either resident or non-resident) is now 
vacant. The appointment is tenable for 12 months in the first 
instance. 

Applications should be addressed to the Secretary, Newcastle 
General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
together with 1 copy of 2 recent testimonials, by 19th June, 1954. 
NEWCASTLE GENERAL HOSPITAL. (861 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
DEPARTMENT OF OBSTETRICS AND GYNAECOLOGY. 

OBSTETRICAL HOUSE SURGEON (70 Beds). 

GYNACOLOGICAL HOUSE SURGEON (30 Beds). 

The above resident posts become vacant on 7th July, 1954. 
Consideration may be given to the possibility of alternating 
these posts. The post of Obstetrical House Surgeon is recog- 
nised for the purpose of Pre-registration Service and preference 
will be given to provisionally registered persons who have 
served 6 months in a medical or surgical post since qualifica- 
tion. The department is recognised for the Diploma of 
M.R.C.O.G., and D.Obst.R.C.O.G., and undertakes the training 
of Medical Students in the U niversity of Durham. 

Applications should be addressed to the Secretary, Newcastle 
General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
together with 1 copy of 2 recent testimonials, by 19th June, 1954. 
NEWCASTLE GENERAL HOSPITAL. (861 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE 
The following resident posts become vacant on 7th July, 1954. 
Some undergraduate teaching is conducted in most departments 
of 

USE PHYSICIANS (general medical wards). 

HOUSE PHYSICIAN (Cardiovascular Department). 

HOUSE PHYSICIAN (Chest Unit). 

HOUSE SURGEONS (general surgery ). 

HOUSE SURGEON (Casualty Department). 

HOUSE PHYSICIAN (Geriatric Unit). 

HOUSE SURGEON (Orthopedic Department). 

HOUSE PHYSICIANS (Children’s Unit). This department 
is actively associated with the Department of Child Health of 
Durham University, and the post offers good opportunities for 
gaining experience in many aspects of prediatrics. 

Of the above posts the following are recognised for the purpose 
of Pre-registration Service and applications will be accepted 
— candidates on the point of taking their qualifying exami- 
nations :— 

House Physicians (2) general medical wards. 

House Surgeons (2) general surgical wards. 

House Physician (1) children’s wards. 

House Surgeon (1) Casualty Department. 

House Physician (1) Geriatric Unit. 

Applications should be addressed to the Secretary, Newcastle 
General Hospital, Westgate-road, Newe astle upon Tyne, 4, 
together with 1 copy of 2 recent testimonials, by 19th June, 1954. 


NEWCASTLE GENERAL HOSPITAL. (861 Beds.) 
NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT COMMITTEE. 
DEPARTMENT OF NEUROLOGICAL SURGERY. SENIOR HOUSE 
OFFICER. This post, either resident or non-resident, is now 
vacant. The appointment is tenable for 12 months in the 
first instance. 

Applications should be addressed to the Secretary, Newcastle 
General Hospital, Westgate-road, Newcastle upon Tyne, 4, 
together with 1 copy of 2 recent testimonials by 22nd June, 1954. 
NEWCASTLE HOSPITAL FOR SICK CHILDREN. 
(92 Beds.) NEWCASTLE UPON TYNE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the posts of 2 RESI- 
DENT HOUSE OFFICERS (pre-registration), vacant on 
7th July, 1954, and should be addressed to Secretary, Hospital 
for Sick Children, Great North-road, Newcastle upon Tyne, 2. 
These posts are recognised for D.C.H 


NEWCASTLE REGIONAL HOSPITAL BOARD. Regional 
THORACIC SURGICAL SERVICE. SENIOR REGISTRAR 
THORACIC SURGEON (resident), whole-time, required for 
duties at the Regional Centre (160 Beds) at Shotley Bridge 
General Hospital, where the work is almost entirely non- 
tuberculous (cardiovascular, cesophageal, and pulmonary) and 
at the associated sanatoria. The appointment is intended for a 
trainee in thoracic surgery and applicants should hold a higher 
surgical qualification, and have had a thorough training in general 
surgery as well as some preliminary experience in chest surgery. 
The a appointment will be for 1 year in the first instance and 
subject to annual review for a period of 4 years. Salary £1100— 
£1400 p.a. 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Senior Administrative Medical Officer, ‘*‘ Blythswood South,” 
Osborne-road, Newcastle upon Tyne, 2, within 14 days. 
NORWICH. ST. ANDREW’S HOSPITAL, Thorpe, 
NORWICH. Applications are invited from registered medical 
practitioners (Male or Female) for the appointment of SENIOR 
HOUSE OFFICER (psychiatric). The Hospital has 1200 Beds, 
an admission-rate of over 500 annually and affords compre- 
hensive experience in psychiatry. The salary and conditions of 
service will be as laid down by the Ministry for Senior House 
Officers. Residential accommodation with board available. 

Applications, stating age, qualifications and full particulars 
of experience, together with the names and addresses of 2 
referees, to be addressed to the Medical Superintendent. 
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NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Applications are invited for the following appointments vacant 
on Ist August, 1954. All are pre-registration posts and the 
salaries in each case are at the rate of £425, £475 or £525 p.a. 
according to experience, less £125 p.a. for residential emolu- 
ments :— 

(1) Norfolk and Norwich Hospital, Norwich 

(a) JUNIOR CASUALTY OFFICER (2 Casualty Officers 
employed in Department ). 

(6) HOUSE SURGEON (Male or Female). Post recognised 
for Final F.R.C.S. examination. Duties entirely general surgical. 

(2) Jenny Lind Hospital for Children, Norwich 

(a) RESIDENT MEDICAL OFFICER. 

(b) HOUSE SURGEON. 

At Jenny Lind Hospital which forms the entire Peediatric 
Department of the United Norwich Hospitals. The duties are 
under the direct supervision of the Consultant staff of the 
Norfolk and Norwich Hospital. 

(3) West Norwich and Norwich Isolation Hospitals 

HOUSE PHYSICIAN (Male or Female). Duties include 
acute medical, geriatric and infectious diseases. The beds at 
these units are under the control of the Consultant Physicians 
of the Norfolk and Norwich Hospital and the successful candidate 
will be required to undertake general medical duties under their 
supervision. 

(4) West Norwich Hospital 

HOUSE SURGEON (Male or Female). Post recognised for 
Final F.R.C.S. examination. The beds at this Hospital are 
under the control of the Consultant staff of the Norfolk and 
Norwich Hospital. 

Applications for all the above posts, stating age, qualifications 

and experience, with names of 2 referees, to be sent to Group 
Secretary, No. 6 Group Hospital Management Committee, 
St. Stephen’s-road, Norwich. 
NORTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. SENIOR SURGICAL REGISTRAR (transitional) 
(resident or non-resident), Southend-on-Sea Group of hospitals, 
Essex. Appointment is open to candidates who have, since 
November, 1950, completed or substantially completed training 
as Senior Registrar, and is for 1 year. 

Separate applications in duplicate, detailing date of birth, 

qualifications, experience, present appointment, grade and 
salary, with 2 copies of 2 recent testimonials, to Secretary, 114, 
Portland- -place, W.1, by 26th June, 1954. 
NOTTINGHAM. CITY HOSPITAL. (804 Beds. Recog- 
nised for training for M.R.C.O.G.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDENT REGISTRAR 
(obstetrics and gynecology) required. Appointment for 1 
year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 21st June, 1954, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
NOTTINGHAM. CITY HOSPITAL. (804 Beds.) Applica- 
tions are invited for the post of RESIDENT ANASSTHETIST 
(Senior House Officer), vacant 8th July. The post is recognised 
for the D.A. and the F.F.A.R.C.S 

Applications, stating age, ce and qualifications, 
together with copies of not more than 3 testimonials to be sent 
to the Hospital! Secretary, City, Hospital, Hucknall-road, 
Nottingham. 
NOTTINGHAM GENERAL HOSPITAL. Required, 
SENIOR SURGICAL HOUSE OFFICER for the above Hos- 
pital, duties to commence at beginning of July, 1954. Salary 
(less £150 residential emoluments) and conditions of service 
in accordance with those laid down by the Ministry. 

Applications, stating age, qualific ations and experience 
together with copies of testimonials, to be sent to— 

General Hospital, Nottingham. HENRY M. STANLEY. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners for the post 
of SENIOR ORTHOPAZDIC AND FRACTURE HOUSE 
OFFICER. (Locum Tenens considered.) The post offers 
exceptional experience in traumatic and orthopedic surgery. 
Duties to commence as soon as possible. Salary and conditions 
of service in accordance with Ministry regulations. If resident 
£150 deducted for emoluments. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 

HENRY M. STANLEY, Group Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered general practitioners for the post 
of THIRD CASUALTY OFFICER (Senior House Officer 
grade). Salary (less £150 emoluments) and conditions of service 
in accordance with those laid down by the Ministry. Duties 
to commence as soon as possible. This post offers wide experience 
of casualty work. The Staff establishment requires only 1 night 
in 3 emergency work, and off duty permits time for study for 
higher examinations. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 

General Hospital, Nottingham. HENRY M. STANLEY. 
NOTTINGHAM GENERAL HOSPITAL. 2 Resident 
HOUSE SURGEONS required (Male or Female, also open to 
pre-registration candidates) at the above Hospital ; duties to 
commence as soon as possible. Salary and conditions of service 
in accordance with published regulations. The appointment is 
for a term of 6 months. 

Applications, stating age, qualifications, and experience, to 
be sent to HENRY M. STANLEY, Group Secretary. rie 
NOTTINGHAM. HEATHFIELD HOSPITAL (infectious 
Diseases), Hucknall-road, NOTTINGHAM. Resident Locum 
MEDICAL OFFICER (Male or Female) required for holiday 
period of 8 weeks (July and August). Junior Hospital Medical 
Officer rate (£16 per week, less residential emoluments). Previous 
fever experience not essential. 

Applications, with copies of 2 recent testimonials, as soon 
as possible to Physician-Superintendent. 
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OXFORD. UNITED OXFORD HOSPITALS. Applica- 
tions invited for post of RESIDENT SENIOR HOUSE 
PHYSICIAN to Department of Dermatology, Slade Hospital, 
including duties in Skin Department, Radcliffe Infirmary. 

Applications, stating age, qualifications and experience, 

together with names of 2 referees, to Administrator, Radcliffe 
Infirmary, Oxford, by 2: 5th June, 1954. 
OXFORD. UNITED OXFORD HOSPITALS. Applica- 
cue invited for post of RESIDENT SENIOR HOUSE 
OFFICER to Department of Radiotherapy, Churchill Hospital, 
commencing Ist July. Experience gained in clinical 
use of radio- active isotopes as well as other forms of radiotherapy. 
Recognised as training centre for D.M.R.T 

Applications, stating age, qualific ations and experience, 
together with names of 2 referees, to Administrator, Radcliffe 
Infirmary, Oxford, before 25th June, 1954. 
PLYMOUTH AND DEVONPORT. SOUTH DEVON 
AND EAST CORNWALL HOSPITAL. 

HOUSE SU required also Ist and 

15th July, 1954, recognised for the F.R.¢ 

DENTAL HOUSE SURGEON, vacant Ist July, 1954, 

recognised for the Fellowship. 

Applications, stating age, nationality, qualifications and 
experience, with names of 3 referees, to be sent to— 

ARTHUR R. Casu, Group Secretary. 

_7, Nelson-gardens. Stoke, Plymouth. 

PLYMOUTH, SOUTH DEVON AND EAST CORNWALL 
GENERAL HOSPITAL GROUP. AREA PATHOLOGICAL DEPARTMENT. 
Applications invited from duly qualified and registered medical 
practitioners for the appointment of RESIDE NT SENIOR 
HOUSE OFFICER in Pathology, vacant 27th July, 1954. The 
appointment will be for a period of 12 months, in the new 
area laboratory at the South Devon and Fast Cornwall Hospital, 
Greenbank-road, Plymouth, which provides excellent modern 
working facilities. 

Applications, stating age, nationality, qualifications and 
experience, together with the names and addresses of 3 referees, 
to be sent to ARTHUR R. CasH, Group Secretary. 

7, Nelson-gardens, Stoke, Plymouth. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTE E. Applications are invited for the following appoint- 
ments 

SENIOR HOUSE OFFICER required in the Traumatic 
and Orthopedic Department (105 Beds). Duties mainly at the 
Royal Portsmouth Hospital. Vacant now. 

OBSTETRIC AND GYNACOLOGICAL HOUSE SURGEON, 
for duties in the Portsmouth Group of Hospitals, vacant Ist July, 
1954. Main duties at St. Mary’s and Queen Alexandra Hos- 

yitals (76 Beds). Both recognised for D.Obst.R.C.O.G. and 
1.R.C.O.G. Post normally held for 12 months. 
Saint Mary’s Hospital (74 medical beds) 

HOUSE PHYSICIAN, vacant 16th June, 1954. Pre- 
registration post. 

Queen Alexandra Hospital (62 medical beds) 

HOUSE PHYSICIAN, vacant 29th June, 1954. Pre- 
registration post. 

Royal Portsmouth Hospital (61 medical beds) 

HOUSE PHYSICIAN, vacant Ist July, 1954. Pre- 
registration post. 

Applications, stating age, experience, and qualifications, and 
names of 2 referees, should be submitted as soon as possible to— 
35, Grove-road South, Southsea. E. H. Hurst. 
PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post of PASDIATRIC 
REGISTRAR (non-resident) to the Portsmouth Group of 
hospitals. The holder of this appointment will be responsible 
for 70 preediatric beds and will also have the oversight of newly 
born babies in a big Maternity Unit. Previous experience in 
diseases of children is essential and preference will be given to 

candidates holding the M.R.C.P. or D.C.H. 

Forms of application may be obtained from the Group 
Secretary, Portsmouth Group Hospital Management Committee, 
35, Grove-road South, Southsea, which should be returned to 
him duly completed on or before 25th June, 1954. Canvassing 
will disqualify. Candidates may visit hospitals in the Group 
by arrangement with the Group Secretary. 


READING. ROYAL BERKSHIRE HOSPITAL. (403 Beds.) 
Applications are invited from provisionally registered medical 
practitioners (Male or Female), for the post of RESIDENT 
JUNIOR HOUSE SURGEON (general surgery), vacant 5th 
July, 1954, for a period of 6 months. Salary £425 or £475 p.a., 
according to experience (less £125 p.a. for board-residence ). 
Write, stating age, qualifications with dates, nationality, 
present post, with copy of 1 recent testimonial, to the Secretary. 


READING. ROYAL BERKSHIRE HOSPITAL. (403 
Beds.) Applications are invited from registered medical practi- 
tioners (Male or Female), for the appointment of RESIDENT 
ANXSTHETIST (Senior House Officer grade) vacant immedi- 
ately for period of 12 months. Recognised for F.F.A.R.C.S 
Salary £745 p.a., less £125 p.a. board-residence. 

Write, stating age, qualifications with dates, nationality 
and present post, with copy of 1 recent testimonial, to Secretary. 


RHYL. PRINCE EDWARD WAR MEMORIAL HOS- 
PITAL. (41 Beds.) CLWYD AND DEESIDE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from suitably qualified 
medical practitioners (Male or Female) for the appointment 
of SENIOR HOUSE OFFICER (orthopedics) at the above 
Hospital. The post is resident. The person appointed will 
work under the supervision of the Consultant Orthopedic 
Surgeon for the Group. 

Applications, stating age, nationality, qualifications and 
previous experience, accompanied by copies of recent testi- 
monials, should be sent immediately to— 

WILLIAM ROBERTS, Group Secretary. 

Rhianfa,’’ Russell-road, Rhyl. 


RICHMOND, SURREY. ROYAL HOSPITAL. (General 
Hospital—121 Beds.) HOUSE SURGEON (pre-registration) 
required. Post vacant July. 

Applications to Administrative Officer. 

RICHMOND, SURREY. ROYAL HOSPITAL. (General 
Hospital—121 Beds.) HOUSE PHYSICIAN (pre-registration) 
required. Post vacant 2nd July. 

Applications to Administrative Officer. 

RICHMOND, SURREY. ROYAL HOSPITAL. (General 
Hospital—121 Beds.) CASUALTY OFFICER required (Senior 
House Officer grade). Post vacant September. 

Applications to Administrative Officer. 

ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (resident) required for 
duties in the Casualties and Admission Department. This is a 
large general hospital with specialised departments dealing with 
all types of acute medical and surgical cases. The post affords 
good opportunity for gaining tuition and experience. 

Applications should be addressed to Group Secretary, Romford 

Group Hospital Management Committee, Oldchurch Hospital, 
Romford, as soon as possible. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) ORTHOPAXDIC HOUSE SURGEON (resident) required 
in the Orthopeedic and Accident Unit, vacant from Ist July, 
1954. The service consists of 100 Beds divided equally between 
traumatic surgery and “ cold ”’ orthopeedics. Post is recognised 
for pre-registration purposes and for F.R.C.S. 

Applications to be sent to Group Secretary, Romford Group 
Hospital Management Committee, Oldchurch Hospital, Romford, 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER required in Neurosurgical 
Department. Post now vacant. Suitable for candidates seeking 
higher qualification as it offers excellent experience in neurology. 

Apply to Secretary, Romford Group Hospital Management 

Committee, Oldchurch Hospital, Romford, Hssex, as soon as 
possible. . 
ROMFORD, ESSEX. RUSH GREEN HOSPITAL. (301 
Beds.) SENIOR HOUSE OFFICER in Anesthetics required 
from 15th July, 1954. Resident post for Male or Female. Good 
experience, modern equipment. Recognised for D.A. and 
F.F.A.R.C.S. 

Applications to Medical Superintendent. 
seen by arrangement. Tel. : Romford 7711 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE SURGEON (Male) required from 14th 
June, 1954. Post not approved for pre-registration purposes. 

Applications should be forwarded to the Secretary, Romford 
Group Hospital Management Comnnittee, Oldchurch Hospital, 
Romford. 
ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE PHYSICIAN (Male) required from Ist 
July, 1954. Post not approved for pre-registration purposes, 

Applic ations should be forwarded to the Secretary, Romford 
Group Hospital Management Committee, Olde hurch’ Hospital, 
Romford. 

ROTHERHAM HOSPITAL, Doncaster Gate, Rotherham. 
(155 Beds. Recognised for the F.R.C.S.) SHEFFIELD REGIONAL 
HOSPITAL BOARD. Whole-time RESIDEN YT SURGICAL 
REGISTRAR required. Appointment fcr 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 21st June, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SALFORD. HOPE HOSPITAL. Salford Hospital Man- 
AGEMENT COMMITTEE. Applications are invited for the post of 
SURGICAL SENIOR HOUSE OFFICER at the above Hos- 
pital. The post is recognised for the F.R.C.S. England. 

Applications, together with the names and addresses of 2 
referees, to the Secretary, Hope Hospital, Salford, 6, Lancs. 
SALFORD..HOPE HOSPITAL. Salford Hospital Manage- 
MENT COMMITTEE. Applications are invited for the post of 
PADIATRIC SENIOR HOUSE OFFICER, which becomes 
vacant on 27th July, 1954, for a period of 12 months. Applicant 
holding the eat Band of Child Health preferred. The department 
comprises 140 Beds, including medical and surgical wards, 
infant wards and Outpatients’ Department. The pediatric 
staff supervise the neonatal nurseries of the Obstetrical Depart- 
ment (approximately 70 lying-in beds). 

Applications, giving details of experience and qualifications, 
together with the names and addresses of 3 referees, should be 
addressed to the Hospital Secretary, to arrive not later than 3rd 
July, 1954. 
SALISBURY GENERAL HOSPITAL. Children’s Depart- 
MENT. SALISBURY GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of PASDIATRIC HOUSE 
OFFICER to the above Department, situated at Odstock 
Hospital and containing 55 medical and surgical beds. Post 
recognised for D.C. 

Applications, stating age, nationality, qualifications, previous 
posts held. with relevant testimonials should be submitted 
immediately to Group Secretary, Odstock Hospital, Salisbury. 


SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of RESIDENT or NON-RESIDENT CASUALTY 
OFFICER (Senior House Officer) for a period of 12 months. 
Post is recognised for F.R.C.S. and is vacant now. 

Applications, naming 2 refe rees, to Group Secretary, Odstock 
Hospital, Salisbury. 


SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of RESIDENT HOUSE PHYSICIAN for 
a period of 6 months from 19th August, 1954. The post is 
open to pre-registration candidates. 

Apply, naming 2 referees, to Group Secretary, Odstock 
Hospital, Salisbury. 


Hospital may be 
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SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited for 
the appointment of RESIDENT HOUSE SURGEON for a 
period of 6 months from 6th August, 1954. The post is open 
to pre-registration candidates. 

Apply, naming 2 referees, to Group Secretary, Odstock 

Hospital, Salisbury. 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
wn the post of Locum RESIDENT or NON-RESIDENT 
CASUALTY OFFICER (Senior House Officer). Post vacant 
now. 

Applications, naming 2 referees, to Group Secretary, Odstock 
Hospital, Salisbury. 

SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of ASSISTANT RESIDENT SURGICAL 
OFFICER (Senior House Officer) with duties in the Casualty 
a eg Post vacant now and is for 1 year. Recognised 
or 

Applications, naming 2 referees, to Group Secretary, Odstock 
Hospital, Salisbury 
SALISBURY GENERAL HOSPITAL. Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of ORTHOPASDIC HOUSE SURGEON) 
CASUALTY OFFICER for 6 months duty in each Department. 
Post vacant now. 

Applications, naming 2 referees, to Group Secretary, Odstock 

Hospital, Salisbury. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for a post as REGISTRAR 
in General Surgery at the Dundee Teaching Hospitals (Dundee 
Royal Infirmary, 510 Beds, and Maryfield Hospital, 400 Beds). 
Applicants should have had previous experience in general 
surgery and have passed at least a Primary Fellowship examina- 
ae Salary and conditions in accordance with national agree- 
ment. 

Furtber particulars and forms of application may be obtained 
from the Secretary to the Board, 430, Blackness-road, Dundee, 
with whom applications must be lodged not later than 26th June, 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. General Medicine. Applications are invited for the 
following REGISTRAR posts in general medicine at general 
hospitals in the Region. 

(a) Perth Royal Infirmary (9272 Beds 

(6) Bridge of Earn Hospital, Perthshire (814 Beds). 

(c) Stracathro Hospital, Brechin (760 Beds). 

Salary and conditions of service in accordance with national 
agreement. 

Further particulars and forms of application from the Secretary 
to the Board, ‘“ Braeknowe,” 430, Blackness-road, Dundee, 
= whom applications mi st be lodged not later than 26th June, 


SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post of REGISTRAR 
in Orthopeedic Surgery at Raigmore Hospital, Inverness, in 
the main Orthopedic Department of the Region. 

Further particulars and forms of application are obtainable 
from the undersigned, with whom applications should be lodged 
by 26th June, 1954. A. M. FRASER, M.D., 

Secretary and Administrative Medical Officer. 

Office of the Northern Regional Hospital Board, 

Raigmore, Inverness. 
SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD invite applications for a post of E.N.T. REGISTRAR. 
Duties mainly at the Royal Northern Infirmary, Inverness. 

Applications oa a form obtainable from the undersigned, 
who will also supply further particulars, _—— be submitted 
by 26th June, 1954. A. M. FRASER, M. 

Secretary and Administrative Medical Officer. 

Office of the Northern Regional Hospital Board, 

___Raigmore, Inverness. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance :— 

REGISTRAR in Surgery based at Falkirk Royal Infirmary. 

REGISTRAR in Radiodiagnosis based at the Western 
Infirmary, Glasgow. 

2 REGISTRARS in Psychiatry, 1 based at Riccartsbar Mental 
Hospital, Paisley, and the other based at Dykebar Mental 
Hospital, Paisley 

REGISTRAR in Ophthalmology at the Ophthalmic Institute 
of Glasgow Royal Infirmary. 

These appointments are subject to the National Health Service 
(Scotland) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64, West Regent-street, Glasgow, by 6th July, 1954. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for SENIOR HOUSE 
OFFICERS (Male or Female) to fill 2 posts vacant now in the 
Psychiatric Unit at Stobhill Hospital, Glasgow. The appoint- 
ments are resident and will be for 1 year in the first instance. 
The Unit consists of 180 Beds with 1200 admissions yearly and 
deals with acute treatable cases ; it is recognised for the D.P.M 
Applications, stating age, qualifications, experience and 
present appointment and naming 3 referees, to be lodged imme- 
with the Secretary, of for Glasgow 


SLOUGH, BUCKINGHAMSHIRE. “UPTON HOSPITAL. 
Locum SENIOR HOUSE OFFICER (medical) required from 
4th to 18th July. 

Applications, stating age, ae and experience, with 
names of 2 referees, to Hospital Secretary 
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SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum HOUSE PHYSICIAN required 13th-27th June. 

Apply Hospital Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
HOUSE OFFICER (casualty Doe he ge (1 of 2) for busy Casualty 
Department. Experience provided in orthopedic and plastic 
cases. 

Applications, stating age and qualifications, together with 

names of 2 referees, to Hospital Secretary. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum SENIOR SURGICAL REGISTRAR required 19th 
July-9th August. Person engaged may be required to do 
emergency =, at other hospitals in the Group ; possession of 
car an advan 

Applications, tagether with copies of 3 testimonials, to Hospital 
Secretary. 
SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (269 Beds.) SHEFFIELD REGIONAL HOSPITAL BOARD 
Whole-time RESIDENT or NON-RESIDENT REGISTRAR 
(orthopeedics) required. Appointment for 1 year in the first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, 

Old Fumeeeds road, Sheffield, by 2ist June, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates. naming 3 referees. 
SHEFFIELD. CITY GENERAL HOSPITAL. (Recognised 
for the F.F.A.R.C.S.) Applications are invited from suitably 
qualified practitioners (Male or Female) for the resident appoint- 
ment of SENIOR HOUSE OFFICER in Anesthetics. The post 
offers a wide experience in anesthesia for general surgery, 
obstetrics and gyneecology and in the Departments of Urology 
and Thoracic Surgery. 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and names 
of 2 persons to whom reference may be made, should be forwarded 
to the undersigned at Nether Edge Hospital, Sheffield, 11. 

W. STANSFIELD, Secretary. 

SHEFFIELD. CITY GENERAL HOSPITAL. (642 Beds. 
Recognised for Final Fellowship examination.) | SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (general surgery ‘thoracic surgery ) required. Appoint- 
ment for i year in first instance in general surgery and if 
extended, second year will be spent in thoracic surgery. General 
hospital with Regional Department of Cardiology. Thoracic 
Surgical Unit deals with tuberculous and non-tuberculous 
cases. Previous surgical experience desirable. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 21st June, 1954, giving age, nation- 
ality, qualifications, present and previous appointments with 
dates, naming 3 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT or NON-RESIDENT SENIOR SURGICAL 
REGISTRAR (transitional appointment) required for 1 year 
in the first instance, but not beyond 31st December, 1955, for 
the City General Hospital, Sheffield. The successful applicant 
to reside at the hospital when on duty, including “ on call ”’ 
duty. Applications invited from Senior Surgical Registrars in 
fourth or subsequent years and from those who held such posts 
for 3 or more years but vacated them after Ist January, 1951. 

Apply to the Secretary, Sheffield Regional Hospital Board, 

Old Fulwood-road, Sheffield, 10, by 21st June, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Locum 
SURGICAL REGISTRAR required from Ist July at Grimsby 
General Hospital. Remuneration at rate of £16 per week with 
a deduction, if resident. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, naming 2 referees. 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time RESIDENT SENIOR SURGICAL REGISTRAR for the 
Derbyshire Royal Infirmary (131 ge neral surgical beds). Posses- 
sion of a higher surgical qualification desirable. Appointment 
for 1 year in the first instance, reviewable annually. It has been 
agreed between the Sheffield Regional Hospital Board and the 
Board of Governors of the United Sheffield Hospitals that, if 
circumstances permit, the tenure of the appointment will be 
divided between the Derbyshire Royal Infirmary and the 
Teaching Hospitals. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, should be sent to the Secretary, 
Sheffield Regional Hospital Board, Old Fulwood-road, Sheffield, 
to arrive not later than 28th June, 1954. 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the following non-resident posts :— 

(a) SENIOR REGISTRAR in Ophthalmology. Duties in the 
first place at the Royal Infirmary and Children’s Hospital Unit. 
Closing date for applications 23rd June, 1954. 

(b) REGISTRAR to the Department of Dermatology, Royal 
Infirmery. A higher qualification preferable. 

(c) REGISTRAR in Clinical Pathology. Post vacant Ist 
October. The successful candidate will be required to work in 
any of the Units of The United Sheffield Hospitals. 

Applications, stating age, qualifications and experience with 
the names of 3 referees should be sent immediately (see date 
for post (a)) to the Chief Administrative Officer, The United 
Sheffield Hospitals, West-street, Sheffield, 1 


ST. ALBANS (near), HERTFORDSHIRE. SHENLEY 
HOSPITAL. GROUP NO. 12 SHENLEY HOSPITAL MANAGEMENT 
COMMITTEE. Medical Practitioner experienced in Anesthetics 
required for a part-time appointment of approximately 3 hours 
per fortnight. Remuneration in accordance with Paragraph 10(b) 
of the terms and conditions of service of hospital medical staff 
(£100 ). 

Applications to the Medical Superintendent as soon as possible. 
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ST. ALBANS CITY HOSPITAL. (372 Beds.) North West 
METROPOLITAN REGIONAL HOSPITAL BOARD. Whole-time SUR- 
GICAL REGISTRAR required early in July. Duties will be in 
General Surgical and Orthopedic Departments. Accommoda- 
tion is available but post need not be resident. Hospital may 
be visited by direct appointment. 

Application forms obtainable from and returnable to the 
Group Secretary, Mid Herts Group Hospital Management 
Committee, St. Albans City Hospital, Normandy-road, St. Albans, 
Herts, by 21st June, 1954. 

SOUTHAMPTON CHEST HOSPITAL. (261 Beds.) 
SENIOR HOUSE OFFICER required end of June, to 
responsible for Infectious Diseases Unit (46 Beds). The duties 
are such as to suit a candidate reading for higher examinations. 
The Unit is sited at a Hospital possessing up-to-date Tubercu- 
losis and Thoracic Surgical Units, whilst the Southampton 
Group of hospitals as a whole affords excellent opportunities 
for study and experience in all branches of medicine. 

Applications, together with copies of recent testimonials, 

should be forwarded as soon as possible to the Group Secretary 
Southampton Group Hospital Management Committee, Bullar- 
street, Southampton. 
SOUTHAMPTON GENERAL HOSPITAL. (471 Beds— 
80 surgical.) 2 HOUSE SURGEONS required middle and end of 
July, 1954. Posts tenable for 6 months. Both recognised for 
F.R.C.S. and Pre-registration Service. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON GENERAL HOSPITAL. (471 Beds.) 
HOUSE PHYSICIAN (resident) required towards end of July. 
Post tenable for 6 months ; pre-registration candidates eligible. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the Group Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL. 

278 Beds.) CASUALTY OFFICER/SENIOR HOUSE 

FFICER (orthopedic) required for the above Hospital 
(Orthopedic Unit 74 Beds). This Hospital is the centre to which 
all trauma from a large industrial town and port is directed 
thus providing excellent experience in the treatment of traumatic 
conditions. 

Applications, with copies of testimonials, to be submitted 
as soon as possible, to the Secretary, Southampton Group 
Hospital Management Committee, Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOSPITAL 
(278 Beds) AND SOUTHAMPTON GENERAL HOSPITAL (471 Beds). 
SENIOR HOUSE OFFICER (E.N.T.) required immediately. 
This post is recognised for the F.R.C.S. (Eng.) and D.L.O. 
examinations and provides experience in all branches of E.N.T. 
work, including audiometry. The Group includes a diagnostic 
and distributing hearing-aid centre. 

Applications, with copies of recent testimonials, should be 
forwarded as soon as possible, to the Secretary, Southampton 
Group Hospital Management Committee, Bullar-street, 
Southampton. 
SUTTON. BELMONT HOSPITAL. St. Ebba’s and 
BELMONT GROUP HOSPITAL MANAGEMENT COMMITTEE. SOUTH 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. Applications 
are invited for appointment as PSYCHIATRIC REGISTRAR 
at above Hospital, which is principally concerned with the 
treatment of neuroses and the early psychoses. There are 
ample opportunities for research and the Hospital, which is 
recognised for the D.P.M., takes an active part in teaching in 
association with teaching hospitals. Candidates may visit the 
Hospital by appointment with the Physician-Superintendent. 

Application forms may be obtained from the Group Secretary, 
Group Office. Belmont Hospital, Brighton-road, Sutton, Surrey, 
and completed forms (5 copies) should be returned to him 
within 2 weeks of the appearance of this advertisement. ; 
STROUD GENERAL HOSPITAL, Stroud, Gloucestershire- 
(50 Beds.) 2 SENIOR HOUSE OFFICERS required. 1 for 
medicine and 1 for surgery. 

Applications, naming 2 referees, to the Hospital Secretary, 
Stroud General Hospital, Stroud, Glos. 

STOCKPORT INFIRMARY. (163 Beds.) Applications 
are invited for the following posts :— 

HOUSE OFFICER (general surgery and ophthalmology), 
now vacant. The post is approved for pre-registration purposes 
and recognised for the F.R.C.S. and D.O.M.S. 

HOUSE OFFICER (general surgery and E.N.T.), vacant 
20th July. The post is recognised for the F.R.C.S. and D.L.O. 

HOUSE OFFICER (general surgery and gynecology), 
vacant 17th July. 

Applications, stating age, experience, and qualifications, 
together with 2 testimonials, to be addressed to the Secretary, 
59B, Shaw-heath, Stockport, Cheshire. 


STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. BIRMING- 
HAM REGIONAL HOSPITAL BOARD. The following staff required 
for locum Obstetric and Gynecological duties during the periods 


stated :— 
—— REGISTRAR—19th June, 1954, for minimum of 
2 weeks. 
SENIOR HOUSE OFFICER—10th-24th July. 
Applications, giving full particulars, to Grou 
Stoke-on-Trent Hospital Management Committee, 
Stoke-on-Trent. 


SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Registered medical practitioners are 
invited to apply for the resident appointment of SENIOR 
HOUSE OFFICER in the Gynecological Department of the 
above Hospital. 

Applications, stating age, qualifications and experience, 
should be addressed to the Group Secretary, Glantawe Hospital 
Management Committee, St. Helen’s-road, Swansea. 


Secretary, 
ces -road, 


SWANSEA HOSPITAL. (403 Beds.) Glantawe Hospital 
MANAGEMENT COMMITTEE. Registered medical practitioners are 
invited to apply for the resident post of SENIOR HOUSE 
OFFICER in the E.N.T. Department of the above Hospital. 
The Hospital is recognised under the regulations of the F.R.C.S. 
(E.N.T.) and the D.L.O. 

Applications, stating age, qualifications and experience, should 
be forwarded to the Group Secretary, Glantawe Hospital 
Management Committee, St. Helen’s-road, Swansea. 
SWANSEA. MOUNT PLEASANT HOSPITAL. Glantawe 
HOSPITAL MANAGEMENT COMMITTEE. Registered medical practi- 
tioners are invited to apply for the appointment of JUNIOR 
HOSPITAL MEDICAL OFFICER for work in the Medical 
and Surgical Departments, and in the chronic sick wards of the 
above Hospital. 

Applications, stating age, experience and qualifications, should 

be addressed to the Group Secretary, Glantawe Hospital Manage- 
ment Committee, St. Helen’s-road, Swansea. 
SHOTLEY BRIDGE GENERAL HOSPITAL, Shotley 
BRIDGE, CO. DURHAM. (557 Beds.) NORTH WEST DURHAM 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the resident posts of 2 HOUSE PHYSICIANS which are 
recognised for pre-registration purposes. Salary £350—£450 p.a. 
(at present under revision), according to experience. Deduction 
of £100 p.a. for board, lodging, &c. 6 months appointment. 

Applications, stating age, qualifications, experience and 
enclosing copies of 2 recent testimonials, to the Secretary 
Superintendent. 
SHOTLEY BRIDGE GENERAL HOSPITAL, Shotley 
BRIDGE, CO. DURHAM. (557 Beds.) NORTH WEST DURHAM HOS- 
PITAL MANAGEMENT COMMITTEE. Applications are invited for the 
resident post of HOUSE OFFICER (casualty) which is recog- 
nised for pre-registration purposes. Salary £350-£450 p.a. (at 
present under revision), according to experience. Deduction of 
£100 p.a. for board, lodging, &c. 6 months appointment. Post 
recognised for F.R.C.S. 

Applications, stating age. qualifications, experience, and 

enclosing copies of 2 recent testimonials, to the Secretary- 
Superintendent. 
SHOTLEY BRIDGE GENERAL HOSPITAL, Shotley 
BRIDGE, CO. DURHAM. (557 Beds.) NORTH WEST DURHAM 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the resident posts of 2 HOUSE SURGEONS which are 
recognised for pre-registration purposes. Salary £350—£450 p.a. 
(at present under revision), according to experience. Deduction 
of £109 p.a. for board, lodging, &c. 6 months appointment. 
Posts recognised for F.R.C.S. 

Applications, stating age, qualifications, experience, and 

enclosing copies of 2 recent testimonials, to the Secretary- 
Superintendent. 
TAPLOW, near MAIDENHEAD. CANADIAN RED 
CROSS MEMORIAL HOSPITAL. HOUSE SURGEON required for 
post vacant 5th August. Preference given to persons seeking 
pre-registration post under Medical Act, 1950. 

Applications, stating age, qualifications with dates, together 
with copies of 2 testimonials, to Hospital Secretary. 
TAUNTON HOSPITAL MANAGEMENT COMMITTEE 
TAUNTON AND SOMERSET HOSPITAL. Applications are invited 
for the post of PASDIATRIC HOUSE PHYSICIAN. This is 
a pre-registration post and is recognised for the Diploma in Child 
Health and includes supervision of newborn infants. 

Applications, stating tge, qualifications with dates, nation- 
ality and details of experience, together with 2 recent testimonials, 
should be sent immediately to the Secretary, Musgrove Park 
Hospital, Taunton, Somerset. 
TREDEGAR GENERAL HOSPITAL. (20 miles from 
Newport and 24 from Teaching Hospital in Cardiff; 6 miles 
from the Vale of Usk, Surgical Unit of 50 Beds, with also 6 
ortbopeedic beds, under daily supervision of Consultant Surgeon 
and visiting supervision of Orthopeedic Surgeon. Busy Out- 
patient and Casualty Departments. ) 

1 JUNIOR HOSPITAL MEDICAL OFFICER. 

1 HOUSE SURGEON (pre-registration if suitable candidate 

available ). 

Junior Hospital Medical Officer : salary £775-£50-£1075, less 
agreed deduction for married quarters (if requir.d). House 
Officer post tenable 6 months: salary £425-£525, less agreed 
deduction for married quarters or £125 p.a. for single residential 
emoluments. 

Apply, with full particulars, to the Group Secretary, Hospital 
Management Committee, St. Martin’s-road, Caerphilly, near 
Cardiff. 

TYNEMOUTH VICTORIA 
Hawkey’s-lane, NORTH SHIELDS. 
become available in July :— 

HOUSE PHYSICIAN. 

HOUSE SURGEON. 
Both appointments are recognised for Pre-registration Service 
and the post in surgery is also recognised under certain con- 
ditions for F.R.C.S. 

Applications should be sent to the Group Secretary, Preston 
Hospital, North Shields, Northumberland. 


WARE PARK HOSPITAL, Ware, Hertfordshire. (129 
Beds—Pulmonary Tuberculosis.) Temporary JUNIOR HOS- 
PITAL MEDICAL OFFICER (pulmonary tuberculosis) required 
immediately. Resident. 

Applications to Secretary, Hertford Group Hospital Manage- 

ment Committee, Hertford County Hospital, Hertford (Tel. 
Hertford 2275). 
WAKEFIELD. THE GENERAL HOSPITAL, Park Lodge- 
lane. (160 Beds.) HOSPITAL MANAGEMENT COMMITTEE NO. 9 
WAKEFIELD A GROUP. HOUSE PHYSICIAN (medical and 
geriatrics) required at the above Hospital. Salary and condi- 
tions of service in accordance with national recommendations. 

Applications should be made to the Group Secretary, Clayton 
Hospital, Wakefield. 


JUBILEE INFIRMARY, 
The following resident posts 
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WAKEFIELD. THE GENERAL HOSPITAL, Park Lodge- 
lane. (160 Beds.) HOSPITAL MANAGEMENT COMMITTEE NO. 9 
WAKEFIELD A GROUP. Applications are invited for the appoint- 
ment of a SENIOR HOUSE OFFICER in General Surgery at 
the above Hospital. Terms and conditions of service are in 
accordance with the National Health Service Act and regulations 
thereunder. 

Applications should be made to the Group Secretary, Clayton 

Hospital, Wakefield. 
WARRINGTON GENERAL HOSPITAL. (368 Beds.) 
Applications are invited for the post of HOUSE SU RGEON 
(Male or Female), recognised for pre-registration, at the above 
Hospital. National Health Service terms and conditions. The 
staffing of the Surgical Unit consists of a Senior Registrar, 
Registrar and 2 House Surgeons. The post offers a compre- 
hensive training in surgery. 

Apply, giving full particulars, to— 

1. L. Boot, Group Secretary, 

Warrington and District Hospital Management Committee, 

c/o General Hospital, Warrington, Lancs. 

WARRINGTON INFIRMARY. (172 Beds.) Applications 
are invited for the post of JUNIOR HOSPITAL MEDICAL 
OFFICER (Resident Casualty Officer). The commencing salary 
is in accordance with the scale £700—-£50-£1000, less a deduction 
of £130 for residential emoluments. Applications will also be 
considered for @ short-term period on a week-to-week basis. 

Applications, stating age, experience and qualifications, should 
be forwarded or telephoned to— 

L. Boot, Group Secretary 

Warrington and District Hospital Committee. 

c/o General Hospital (Tel. No. 1666), Warrington, Lancs. 
WARRINGTON INFIRMARY. Warrington and District 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
from qualified practitioners for the vacancy of RESIDENT 
ANASTHETIST (Senior House Officer grade), Male or Female, 
at the Warrington Infirmary. Scale of salary £670 p.a., less 
£130 p.a. for residential emoluments. 

Applications to— 

H. L. Boor, Group Secretary 
Warrington and District Hospital Manage a Committee. 

c/o General Hospital, Warrington. 

WATFORD AND DISTRICT PEACE MEMORIAL HOS- 
PITAL, WATFORD, HERTS. (198 Beds.) JUNIOR HOSPITAL 
MEDICAL OFFICER required for duties in Casualty and 
Orthopedic Department. Salary £775—-£50-£1075, less board- 
residence. 

Applications, enclosing copies of 2 recent testimonials, to be 
sent to CyRIL HopKINSON, Administrator. 

WATFORD. SHRODELLS HOSPITAL. (420 Beds.) 
Applications are invited for the post of HOUSE PHYSICIAN 
(pre- or post-registration). Post vacant middle of July. 

Applications, together with copies of 2 testimonials should 
reach the Medical Officer-in-charge as soon as possible. 
WELLINGBOROUGH. PARK HOSPITAL. (201 Beds.) 
KETTERING AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners for 
the post of SENIOR HOUSE OFFICER to the Geriatric Unit 
of 40 Beds, at present non-resident, and vacant now. The unit 
is in close association with a similar larger unit at Kettering. 

Applications, stating age, nationality, qualifications, and past 
experience, should be sent to the Group Secretary, General 
Hospital, Kettering. 

WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR (general medicine), Neath General Hospital 
(412 Beds), may also be expected to serve other hospitals 
within Group. (Resident/non-resident. ) 

REGISTRAR (general surgery), Morriston Hospital, Mor- 
riston, near Swansea. (Non-resident. ) 

REGISTRAR (general surgery), East Glamorgan Hospital, 
Church Village, near Pontypridd, may also be expected to serve 
other hospitels within Group. House availible. 

Subject to review end of first year. 

Application forms from Senior Administrative Medical 
Officer, Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WINDSOR. KING EDWARD Vil HOSPITAL. House 
SURGEON in General Surgery required, Male or Female, for 
post vacant 24th July. Recognised for F.R.C.S. Preference 
given to persons seeking pre-registration House’ Officer post 
under the Medical Act, 1950. Applicants required to be 
members of a Medical Protection Society. 

Applications, stating age, nationality, qualifications with 
dates, and experience with copies of 3 testimonials, to Hospital 
secretary by 27th June. 

WOLVERHAMPTON GROUP. 
The Royal Hospital, Wolverhampton (an Associated 
Hospital of the University of Birmingham Medical School) 

SENIOR HOUSE OFFICER or HOUSE OFFICER (Fracture 

and Orthopaedic jepereent ), vacant now. 

SENIOR HOUSE OFFICER (Anesthetist), vacant now. 

HOUSE OFFICER (Casualty Department), vacant now. 

*2 HOUSE OFFICERS (general medicine), 1 vacant 21st June, 
1 vacant 30th June. 
*3 ee SE OFFICERS (general surgery), 1 vacant 17th June, 
1 vacant 19th June, 1 vacant 30th June 
*HOUSE OFFICER (pediatrics). Appointment recognised for 
DCH. Vacant 16th July. 
New Cross Hospital, Wolverhampton 

*HOUSE OFFICER (general surgery), vacant now. 

*Approved for Pre- -registration Service. 

Applic ations, with copies of 3 recent testimonials, to be sent 
to W. CocKBURN, Group Secretary. 

The Royal Hospital, Wolverhampton. 

WORCESTER ROYAL INFIRMARY. Applications 
invited for the post of HOUSE SURGEON for general surgical 
work (pre-registration or ot herwise ). 

Applications to the Secretary. 
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WEST BROMWICH AND DISTRICT GENERAL HOS- 
PITAL, Edward-street, WEST BROMWICH. (144 Beds.) WEST 
BROMWICH AND DISTRICT HOSPITALS MANAGEMENT COMMITTEE 
GROUP NO. 18. Applications are invited for the post of HOUSE 
SURGEON, vacant immediately. Salary, terms and conditions in 
accordance with the Ministry of Health regulations. The post is 
tenable for 6 montbs, resident, and is recognised for Pre-registra- 
tion Scheme. 

Applications, together with 3 recent testimonials, should be 
submitted to J. O. Ropins, Esq., Group Secretary. 

WEST FIFE HOSPITALS BOARD OF MANAGEMENT. 
Applications are invited from suitably qualified medical practi- 
tioners, for the post of REGISTRAR (tuberculosis) at Glen- 
lomond Hospital, by Kinross (140 Beds—respiratory and non- 
respiratory tuberculosis). The post is superannuable under the 
National Health Service superannuation regulations ; salary 
and conditions of service in accordance with national agreements. 

Applications, giving full details of previous experience, should 
be lodged with the Physician-Superintendent, Glenlomond 
Hospital, by Kinross. 
WESTON-SUPER-MARE GENERAL HOSPITAL. (110 
Beds.) Applications are invited from registered medical practi- 
tioners for the resident appointment of HOUSE SURGEON 
(non pre-registration). The appointment will be for a period 
of 6 months in the first instance and may be renewed for a 
further 6 months. 

Applications, stating age, qualifications and experience, 
together with names and addresses of 2 referees, should be 
addressed to the Secretary, Weston- -super-Mare Hospital 
Management Committee. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (311 Beds.) HOUSE SURGEON (post recognised by 
Royal College of Surgeons) required for general surgery with 
some E.N.T. duties. Approved pre-registration post. Vacant 
9th August, 1954. 

Applications, with copies of 2 testimonials, to the Secretary. 
YORK A AND TADCASTER HOSPITAL MANAGEMENT 
COMMITTEE. 

York County Hospital (Acute Hospital of 269 Beds with 
full Consultant staff); York City Hospital (Modern 
General Hospital of 265 Beds with full Consultant staff) 

1 CASUALTY OFFICER (with charge of orthopedic beds) 
required immediately for each hospital, resident or non-resident. 
Junior Hospital Medical Officer grade. Salary £775-—£50- 
£1075, less £153 if resident. Both posts recognised for F.R.C.S. 

York. — Sanatorium (63 Beds) ; City Hospital 
(265 Beds) 

Required immediately, SENIOR HOUSE OFFICER in Chest 
Diseases and General Medicine (non-resident) to spend half 
time at Fairfield Sanatorium (63 Beds) and City Hospital 
(8 beds reserved for investigation of chest cases), the remainder 
of time at County and City Hospitals (269 and 265 Beds respec- 
tively), in Department of General Medicine. Previous experience 
in treatment of tuberculosis an advantage. Salary £745. 

ork Maternity Hospital (50 Keds) 

RESIDENT JUNIOR OBSTETRIC HOUSE SURGEON 
required immediately. Post recognised for D.Obst.R.C.O.G. 
Salary £475 or £525, less £125 for residence. 

York Military Hospital (Civilian Wing) (60 Beds) 

Required immediately, SENIOR HOUSE OFFICER (resident 
or non-resident ). There are 18 gynecological beds, 30 general 
surgical beds, and 12 medical beds. The Hospital is associated 
with the County Hospital (general hospital of 269 Beds) where 
relief casualty and emergency work and relief work for House 
Surgeons may be undertaken and where residence can be 
provided. Salary £745, less £153 if resident. 

Applications, giving age, nationality, experience, qualifi- 

cations, and names of 2 referees, immediately to the Secretary, 
York A and Tadcaster Hospital Management Committee, 
Bootham Park, York. 
YORK. COUNTY HOSPITAL, CITY HOSPITAL, AND 
MILITARY HOSPITAL (CIVILIAN WING). (General Hospitals of 269, 
265 and 60 Beds respectively with full Consultant staff.) 
SENIOR HOUSE OFFICER (resident or non-resident) in 
Anesthetics as from Ist July, 1954. Post recognised for D.A., 
application made for recognition for F.F.A.R.C.s. Salary £745, 
residence available at a charge of £153. Previous experience in 
anesthetics desirable but not essential. 

Applications, giving age, nationality, experience, qualifications, 
and names of 2 referees, immediately to the Secretary, York A 
and Tadcaster Hospital Management Committee, Bootham Park, 

York. 

YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 

Westwood Hospital, Beverley, E. Yorks (207 Beds) 

(a) HOUSE SURGEON (first, second, or third post), vacant 
now. General surgical duties, some orthopedics. Offering good 
opportunity for general experience in busy acute General Hos- 
pital. Recognised for F.R.C.S. Approved pre-registration post. 

(6) ORTHOPAEDIC HOUSE SURGEON (first, second, or 
third post), vacant now. Offers good opportunity for general 
experience in busy acute General Hospital. Approved pre- 
registration post. Recognised for F.R.C.S. 

East Riding General Hospital, Driffield, Yorks 
(269 Beds) 

(c) HOUSE SURGEON (first, second, or third post), vacant 
now. Approved pre-re egistration post. General surgical duties. 
Recognised for F.R.C.S 

Salary £425-£525. Fully qualified practitioners may apply 
for the pre-registration posts. 

Detailed applications to Group Secretary, Westwood Hospital, 
Beverley, Yorks. 


NEW YORK. ALBANY HOSPITAL, Albany, New York, 
u.s.A. NEUROLOGY RESIDENCIES available in 700-Bed 
University-Teaching, General Hospital. Salary range %1620- 
$2220 annually, plus laundry, uniforms and room. 

Address inquiries to Medical Director. 
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oe. ISLANDS, JERSEY. GENERAL HOSPITAL. 

be oy ations are invited for the post of MEDICAL OFFICER 
which will be vacant on Ist August, 1954, in the above Hospital. 
The appointment is for 6 months but is renewable for a further 
6 months. Salary £575 p.a., less £125 for residential emoluments. 

Applications to be submitted not later than 26th June, 1954, 

to the President, Public Health Committee, General Hospital, 
Jersey, C. 
NEW YORK. THE BROOKLYN HOSPITAL, Brooklyn 1, 
N. Y. Fully approved by A.M.A. and certifying specialty boards 
for Internship and Residence yY; member Visitors exchange 
programme. HOUSE OFFICER vacancies (Residencies) in 
Pathology (pathological anatomy) and Radiology (general, 
including both diagnosis and the rapy). Only graduates of 
approved university schools accepted. 

For particulars write at once to J. ARNOLD DEVEER. M.D., 

Chief Pathologist, or J. H. WENTWORTH, M_D., Chief Radiologist. 
Dr. Wentworth will be available for interviews by appointment 
in London between 25th and 30th July. 
NEW YORK. NEW ROCHELLE HOSPITAL, New 
ROCHELLE, NEW YORK, U.S.A. (360-Bed general community 
hospital.) Approved by the Joint Commission on Accreditation 
of Hospitals. Also approved by American College of Surgeons 
and American Medical Association for Internship and Residency 
Training. Only graduates from approved university schools 
accepted. Term of Internship : Ist July, 1954-30th June, 
1955. INTERNES— $150 per month plus full maintenance. 
Return passage to England paid by Hospital after completion 
of internship. 

Apply Superintendent. 

UNITED STATES. MOUNT AUBURN HOSPITAL, 
CAMBRIDGE, MASSACHUSETTS. Applications are invited for 
anesthesiology approved 2-year RESIDENCY beginning Ist 
September, 1954, Ist April, 1955, and Ist July, 1955. This is a 
250-Bed community hospital. Teaching programme included. 
Salary $1800 first year and $3000 second year and full main- 
tenance. Travel expense to and from the United States will be 
pa 

pply : Director of Anesthesiology, P.O. Box 115, Cambridge, 


A 
38, 
Public Appointments 


BLACKPOOL. COUNTY BOROUGH OF BLACKPOOL. 
PUBLIC HEALTH DEPARTMENT ASSISTANT MEDICAL 
OFFICER (Maternity and Child W: elfare) (Female). Applica- 
tions are invited for the above appointment from qualified 
medical Women. The salary payable in respect. of the appoint- 
ment will be in accordance with the Medical Whitley Council 
Award, viz., £950 p.a.—£50 annually—£1300 p.a. The appointment 
will be subject to the provisions of the National Health (Super- 
annuation) Regulations, 1947 and 1948, and the person appointed 
will be required to contribute to the superannuation fund 
maintained by the Council. The duties appertaining to the post 
will be subject to the general direction and supervision of the 
Medical Officer of Health and will be those from time to time 
determined by the Council. 

Forms of application and conditions of service may be obtained 
from the Medical Officer of Health, Municipal Health Centre, 
Whitegate-drive, Blackpool, and should be returned to reach 
him not later than 19th June, 1954. 

TREVOR T. JONES, Town Clerk. 

BOLTON. COUNTY BOROUGH OF BOLTON. Appoint- 
ment of ASSISTANT MEDICAL OFFICER OF HEALTH 
AND SCHOOL MEDICAL OFFICER. Applications are invited 
for the above appointment from suitably qualified registered 
medical practitioners (Male or Female). The post will 
be mainly of a clinical nature, but opportunity will be given for 
general public health activities. The possession 
of a D.P.F D.C.H., or D.Obst.R.C.O.G. is desirable but not 
essential. Tine salary scale for the post is £950—£50—£1300. 
In fixing the commencing salary consideration will be given 
to previous experience and to the possession of higher qualifica- 
tions. The appointment will be superannuable, and the successful 
eandidate will be required to pass a medical examination. 
The appointment will be terminable by 3 months notice on 
either side. 

Applications, giving full particulars of age, qualifications, and 
experience, and the names and addresses of 3 persons to whom 
reference may be made should be forwarded to the under- 
signed not later than 23rd June, 1954. 

Town Hall. Bolton. PHILIP S. RENNISON, Town Clerk. 


ROYAL NAVAL MEDICAL SERVICE 


Candidates are invited as Medical Officers in the 
Royal Navy—preferably below 28 years. 

They must be British subjects whose parents are 
British subjects, and also be medically fit. No professional 
examination will be held but an interview will be required. 

Initial entry will be for 4 years’ short service after 
which gratuities (tax free) are payable, but permanent 
commissions are available for selected short-service 
officers. 

Officers transferred to permanent commissions will be 
paid taxable grants on completion of 1 year’s service, 
amounting to £1500. 

Consideration will be given to the grant of up to a 
maximum of 7 years ante-date of seniority in respect 
of approved periods of service in recognised civil hos- 
pitals and for similar experience elsewhere. 

Previous medical commissioned service will be allowed 
to count in full and half duration will be allowed to 
count in respect of non-medical commissioned service. 

For full details, apply MEDICAL DIRECTOR-GENERAL, 
Admiralty, London, 8.W.1. 


DUBLIN. LOCAL APPOINTMENTS COMMISSION. 
Medical positions vacant. SURGEONS : (a) Laois Co. Council ; 
(b) Co. Hospital, Fermov, Co. Cork ; (¢) Meath Co. Council. 
Salary : (a) £1305; (b) £1415; (¢) £1415; with permission 
to engage in limited private practice, including consultant 
practice, in each case. 

Application forms and particulars from the Secretary, 45. 
Upper O’Connell-street, Dublin. Latest time for receiving 
completed application forms 5 P.M. on 25th June, 1954. 
DUBLIN. LOCAL APPOINTMENTS COMMISSION 
Medical positions vacant. 

(1) RADIOLOGISTS : 
(c) Offaly Co. Councils. Salary in each case £197 

(2) ORTHOPEDIC SURGEON, Kilkenny “Co. Council. 
Salary £1525 with permission to engage in limited private 
practice including consultant practice 

The successful candidate for each of the posts at (1) and (2) 
will be required on appointment to provide appropriate services 
under the Local Authority referred to and under any neighbour- 
ing local authorities who enter into an agreement with that 
local anthority for the use of his her services. 

Application forms and particulars from the Secretary, 45, 
Upper O’Connell-street, Dublin. Latest time for receiving 
completed application forms 5 P.M. on 25th June, 1954. 
DUBLIN. LOCAL APPOINTMENTS COMMISSION. 
Medical positions vacant. 

(1) ORTHOP-EDIC SURGEONS under (a) Meath Co. 
Council ; (b) Galway Co. Council ; (c) Board of Public Assistance 
for the South Cork Public Assistance District. Salary in each 
ease £1525 with permission to engage in limited private practice 
including consultant practice. 

(2) RADIOLOGISTS : (a) Sligo ; (6) Monaghan Co. Councils, 
Salary im each case £1975. 

The successful candidate for each of the posts at (1) and 
(2) will be required on appointment to provide appropriate 
services under the Local Authority referred to and under any 
neighbouring local authorities who enter into an agreement 
with that local authority for the use of his/her services. 

Application forms and particulars from the Secretary, 45, 
Upper O’Connell-street, Dublin. Latest time for receiving 
completed application forms 5 P.M. on 2nd July, 1954. 

Factories Acts, 1937 and 1948. 


(a) Mayo: (b) uy rary (S.R.); 


FACTORY DOCTORS. 
The following appointment as Appointed Factory Doctor is 
vacant. Apply to Chief Inspector of Factories, 8, St. James’s- 
square, London, 8.W.1. 


District County of applications 
IPSWICH .. SUFFOLK 26TH JUNE, 1954 
PERTH AND KINROSS JOINT COUNTY COUNCIL 
invite applications for the post of ASSISTANT MEDICAL 
OFFICER (Female). Duties mainly School Health. D.P.H. 
or D.C.H. an advantage. Salary £950—£50-£1300 with placing 

according to experience. 

Particulars and forms of application from the County Clerk, 
Comers Offices, Perth. Applications to be lodged by 28th June, 
1954. 
HER MAJESTY’S COLONIAL SERVICE. British Guiana. 
Doctors with qualifications registrable in the United Kingdom 
and preferably a Certificate or Diploma in Tropical Medicine 
and Hygiene are required for general duties in British Guiana. 
Appointment can be made on a permanent basis with pension 
(non-contributory ) at the age of 55, or (which would be preferable 
for doctors from outside British Guiana) on short-term 3-year 
contract with gratuity. Candidates in the National Health 
Service may resign from the National Health Service but retain 
their superannuation rights during their time in the Colonial 
Service (up to 6 years) and receive a resettlement grant of 20° 
of the aggregate of the British Guiana salary on leaving the 
Colonial Service. Salary scale is £750-£1200 a year, starting 
salary depending upon qualifications and experience. Progress 
beyond £1000 inf the salary scale is contingent upon the officer 
either possessing an accepted postgraduate qualification or on 
his undertaking approved postgraduate studies leading to a 
higher qualification. Medical officers who acquire a specialist 
qualification but are not required to undertake specialist work 
are paid a “‘ specialist personal allowance "’ of £100 a year. If 
the officer holds a pensionable post this allowance is pe snsionable. 
A temporary (non-pensionable) cost-of-living allowance, at 
present £50 a year, is also payable. Free quarters or an allowance 
of £100 a year in lieu are provided for officers attached to 
Institutions. In districts where quarters are available, rent is 
payable at the rate of 10% of the Officer’s salary. Local leave 
is permissible and generous home leave is granted after each 
tour of 2-3 years. Free passages provided for Officer, wife, and 
children under 18 years, not exceeding 5 persons in all, on 
appointment and on completion of contract—for officers on 
permanent terms special leave regulations apply. Climate is, 
generally speaking, healthy for Europeans. 

Application forms from Director of Recruitment (Colonial 
Service), Colonial Office, Sanctuary Buildings, Great Smith- 
street, London, 8.W.1 (quoting reference No. BCD117/30/01). 


Latest date for receipt 


REGINA, SASKATCHEWAN 
ALLAN BLAIR MEMORIAL CLINIC 

SENIOR CANCER CLINIC ASSOCIATE required 
for above Clinic. 

Salary range $693-$838 per month. 

Requirements : Certification by the Royal College of 
Physicians and Surgeons of ¢ ‘anada and 5 years experience 
in the diagnosis and treatment of cancer. 

For application forms write to : 

PUBLIC SERVICE COMMISSION, 
Legislative Building, 
tegina, Saskatchewan, 

Canada. 
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HER MAJESTY’S COLONIAL SERVICE. Northern 

NIGERIA. Applications are invited from doctors with medical 

qualifications registrable in the United Kingdom and with at 

least 1 years experience after qualification for the following 
= = the Medical Department of the Northern Region of 
igeria :— 

(a) MEDICAL OFFICERS for general duties in curative and 
preventive medicine which may include purely rural health 
work involving much travelling. 

(6) MEDICAL OFFICERS OF HEALTH, for duties as under 
(a) and, in addition to undertake the control of sanitation. 
They may be required to perform duties of Port Health Officer 
at a sea or airport. as for these posts should possess 

a Diploma in Publie Health. A Diploma in Tropical Hygiene, 
not essential, is desira sle. 

(c) Sleeping Sickness MEDICAL OFFICERS. Duties com- 
prise the control of endemic and epidemic sleeping sickness by 
means of chemotherapy and chemoprophylaxis. Undertaking of 
epidemiological investigations is a routine aspect of this work and 
opportunities for original inquiry into the treatment and natural 
history of the disease are also available. The candidate should 
be prepared to undertake the control of other epidemic diseases 
as necessity arises, and to interest himself in other aspects of 
rural health work. Duties would involve touring over a wide area. 

d) PATHOLOGISTS for routine clinical pathology and the 
supervision and training of African technical staff. The officers 
may be required to assist in the production of yellow-fever 
vaccine. For this post experience in pathology is essential. 

Appointments may be made as follows : 

(a) on 3 years probation for permanent and pensionable 
employment in the : ——~ Medical Service, with retiring age 
of between 45 and { Pensions are at the rate of 1/600th of 
final pensionable Pn hen snts for each completed month of 
reckonable service ; 

(b) from the National Health Service. Candidates may resign 
from the National Health Service but retain their superannuation 
rights during their time in the Colonial Service (up to 6 years) 
and receive a resettlement grant of 20%, of the aggregate of their 
Colonial salary on leaving the Colonial Service ; or 

(c) on short-term contract (2—4 tours of 18 months duration) 
with inclusive salary of from £1087 p.a., rising to £2000 p.a. ; 
on completion of contract a gratuity is paid at the rate of 
as 10s, for each completed petiod of 3 months service (including 
eave ) 

Offic ‘ers appointed under (a) or (¢) are required to contribute 
to a Widows’ and Orphans’ Pension Scheme. 

Salaries, including pensionable expatriation pay, for officers 
appointed under (a) or (b) range from £950 to £1850 p.a. Starting 
salary in all cases depends on experience and war service. 
Quarters are provided at low rents. Free passages in both 
directions are provided for Officer and his wife. Payment of the 
cost actually incurred on 1 outward and 1 homeward. passage 
for each of 2 children under age of 18, subject to maximum of 
£75 in re spect of the return journey for each child is also granted. 
Income-tax at local rates. Local leave is permissible and generous 
home leave is granted after each tour of 18 months duration. 

The Northern Region of Nigeria has many attractions for 
Europeans. The climate is in the main hot and dry, and by no 
means generally unhealthy. There are many recreational 
facilities, including riding and polo, tennis, golf, and shooting, 
and the way of life of the 17 million Africans in the Region is 
interesting and often colourful. African leaders welcome the 


appointment of European doctors and are ready to assure them 
of a full career. 


Application forms can be obtained from the Director of 
Recruitment (Colonial Service), Colonial Office, Sanctuary 


Buildings, Great Smith-street, London, S.W.1 (quoting reference 
No. BCD. 117, 14/01). 


OLDHAM. COUNTY BOROUGH OF OLDHAM. Appli- 
cations are invited from on medical practitioners for the 
appointment of ASSISTANT MEDICAL ICER OF 
HE {1 AND ASSISTANT SCHOOL MEDICAL OFFICER. 
The possession of a D.P.H. is desirable but not essential. The 
appointment affords an excellent opportunity for obtaining 
Peg in the Public Health and School Health Services. 
Salary £950-£50-£1300 p.a. The point of entry will be fixed 
according to qualifications and experience. The appointment is 
subject to the provisions of the Local Government Super- 
annuation Act, 1937, and to medical examination. 

Applications, stating age, qualifications and experience, 
should be forwarded to the Medical Officer of Health, Public 
Health Department, Town Hall, Oldham, together with copies 
of 2 testimonials, or the names of 2 persons to whom reference 
may made. EDWARD HAINES, Town Clerk. 


YORKSHIRE. COUNTY COUNCIL OF THE WEST 
RIDING OF YORKSHIRE. Applications are invited from registered 
medical practitioners (Men and Women) for the post of ASSIS- 
TANT COUNTY MEDICAL OFFICER AND SCHOOL 
MEDICAL OFFICER in the Mirfield and Spenborough area of 
the County. The Assistant will be on the staff of the County 
Medical Officer’s Department but will work under the adminis- 
trative direction of the Divisional Medical Officer for the area. 
The duties will be mainly clinical in the School Health and 
Infant Welfare Services, but other health duties may be included 
by the Divisional Medical Officer. The scale of salary is £950 p.a. 
rising by annual increments of £50 to £1300 p.a. A Diploma in 
Child Health, although not essential, will be an advantage. 
Travelling and subsistence allowances according to the County 
Council’s scale are pay able in addition to salary. The post is 
superannuable and the successful applicant will be req d to 
pass a medical examination as to physical fitness. 

Forms of application can be obtained from the undersigned, 
to whom they should be returned not later than 26th June, 1954. 

J. Woop-WI1tson, County Medical Officer. 
County Hall. Wakefield. 


LAL 


YORKSHIRE. COUNTY COUNCIL OF THE WEST 
RIDING OF YORKSHIRE. Joint appointments of SENIOR ASSIS- 
TANT COUNTY MEDICAL OFFICERS AND SCHOOL 
MEDICAL OFFICERS. Applications are invited from registered 
medical practitioners (Men or Women) for posts in the following 
areas :— 

Division No. 11. Castleford and Normanton Urban District 
Councils and the West Riding County Council. 

Division No. Colne Valley, Denty Dale, Holmfirth, 
Kirkburton, Meltham, and Saddleworth Urban District Councils 
and the West Riding County Council. 

Division No. 25. Cudworth, Darton, Royston, Darfield, 
Wombwell, Worsborough, and Dodworth rban District 
Councils and the West Riding County Council. 

The Senior Assistant County Medical Officer will be on the 
staff of the County Medical Officer’s Department but will work 
under the administrative direction of the Divisional Medical 
Officer and the Medical Officer of ifealth, who is responsible for 
the day to day administration of practically all public health 
matters in the Division, and the post is suitable for Medical 

fficers who hold the D.P.H. and wish to obtain further experi- 
ence in the field of public health. The duties of the office will be 
mainly clinical in the School Health and Infant Welfare Services, 
but in addition to these duties the person appointed will be 
required to act for the Divisional Medical Officer and Medical 
Officer of Health in his absence. The scale of salary is at present 
£1050 p.a. rising by annual increments of £50 to £1400 p.a. 
Travelling and subsistence allowances according to the County 
Council’s scale are payable in addition to salary. The posts are 
superannuable and successful applicants will be required to pass 
a medical examination as to physicai fitness. 

Forms of application can be obtained from the undersigned, 
to whom they should be returned not later than 26th June, 1954. 

J. Woop-WILson, County Medical Officer. 

County Hall, Wakefield. 

NOTTINGHAM. CITY OF NOTTINGHAM. Health 
SERVICES. Applic ations are invited from Maie registered medical 
practitioners holding a Diploma in Public Health for the appoint- 
ment of SENIOR ASSISTANT MEDICAL OFFICER. The 
salary will be within the scale £1050—£50-£1400 a year, the 
commencing salary to be fixed in accordance with experience. 
In addition to special duties in connection with health education 
the successful candidate will be given wide opportunities for 
administrative and practical experience in all services of the 
Health Department. The appointment is superannuable and 
subject to the usual conditions. 

Forms of application may be obtained from the undersigned, 
to whom they must be returned, together with the names of 2 
referees, by not later than 25th June, 1954. 

. J. OWEN, Town Clerk. 

Guildhall, Nottingham, June, 1954. 


General Practice 
For an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ‘ Vacancy.”’ 


BRACKLEY, NORTHAMPTONSHIRE. Applications 
invited for VACANCY (chiefly rural). Classified ‘‘ Intermediate.’”’ 
List at present approximately 1500. Residence and surgery not 
available. Apply on E.C.16a before 26th June, 1954, 
P. STROULGER, Clerk, 
Northamptonshire Executive Council. 
39, Billing-road, Northampton. 


Miscellaneous 
To non-professional posts the notification of Vacancies Order 1952 applies. 


Medical Officer required for Middle East by large Oi 
Company ; preference for those with overseas experience and 
some knowledge of tropical work. Age about 35 and preferably 
single. Emoluments total over £1800 p.a.; paid home leave 
after 2 years ; pension fund.—Write, quoting No. 379, to Box 
2 17 28, c/o CHARLES BARKER & Sons LTD., 31, Budge- row, 
S.R.N. (25) requires post as Doctor’s Receptionist. Central 
London or Kensington area.—Address, No. 941, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 

Surgical Nursing Home for sale. London Suburb, free- 
hold.— Address, No. 938, THE LANCET Office, 7, Adam-street, 
Adelphi, London, W.C. 2 
Microscopes. ticked prices paid for good modern types. 
Send or bring your equipment for valuation. .— WALLACE HEATON 
Lrp., 127, New Bond-street, W.1. 


Diagnosis by the Xenopus Method,” 24-hour 


service. Send specimen of urine and £1 Is. fee. Heematology, 
Biochemistry, Flame Photometry.—WEILBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 


(MUSeum 5386-7). 


Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE, Lrp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are "specialists in this kind of work. 
Wanted. Recovered Mercury from 15s. 
delivered, according to quantity : or cash on collection arranged 
Greater London area; also ntal Amalgam, precious and 
non-ferrous scrap in all forms.—BELGRAVE BUYERS (L.), 5 
Belgrave-gardens, London, N.W.8 (MAI 7513). 

Rolls Royce 1937 Saloon. Black coachwork by Barkers. 
Brown leather interior. Chauffeur driven for elderly Baronet 
until 1952. Excellent condition and appearance. Only £950. 
Demonstration aan gladly arranged by Red Arrow Service 
Garage Ltd., , Thornton-road (Thornton Heath 2920). 
Portable Sarsketies: Electrocardiogram with stand and 
—aeee. belonging to late Dr. Hoskin.—Apply : 112, Harley- 
street 


Ib. upwards 


PUBLISHED by the PROPRIETORS, THE LANCET LIMITED, 
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S —4 Tablets Daily—for 5 days—Every 4 Weeks. 


—Menstruation can be expected. 


MENSTROGEN 


Oral treatment of secondary amenorrhoea 


(If no period ensues pregnancy is a likely diagnosis) 


PACKINGS : 20, 60, 250 and 500 tablets each containing :— 
0.01 mg. Ethinyloestradiol B.P. 
10 mg. Ethisterone B.P. per tablet. 


Literature on request. 


ORGANON LABORATORIES LTD 


BRETTENHAM HOUSE, LONDON, W.C.2 
Telephone: TEMple Bar 6785,6/7, 0251/2. Telegrams : Menformon, Rand, London. 
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in tubes of |; ox. 
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Calamine & 


Benadryl” Cream 


iAupeusg 
so 


2% 1 


NOGNO17 4824 


WV3UD elAYOVNAS ON 


Caladryl in convenient form... 


Caladry! Cream combines the anti-albergic 

and anti-pruritic effects of Benadryl (a powerfal 
anti-histamine) with the soothing and mildly 
astringent action of calamine plus the coolness of 
camphor in a water-miscible cream base. 

Ideal for the relief of allergic skin conditions 

and skin eruptions and for the 

treatment of the effects of wind 

and sun and of insect bites. 


for URTICARIA * HERPES ZOSTER 

CONTACT DERMATITIS * RASHES * PRICKLY HBAT 
COSMETIC ALLERGIES SUNBURN 

WIND-CHAFE INSECT BITES NETTLE STINGS 
also for: NAPKIN RASH * TBETHING RASH 


Anti-allergic * Anti-pruritic 


‘bb: Parke, Davis s ComPANY, LIMITED inc. U.S.A. HOUNSLOW, MIDDLESEX. Telephone. Hounslow 2361 
342 


a 


d 

CALADRYL 
IN CREAM 
| 

ig | MN. 

3 ip Z 
| 


